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"Discuss what is the role of assessment with people with learning 
disabilities highlighting its changes and uses especially in relation to 
current statutory policies. "
Learning Disability Essay 
Submitted March 1996 (Year I)
Introduction
"..if there is little intelligence the emotions will be uncontrolled and whether they 
be strong or weak will result in actions that are unregulated, uncontrolled, and as 
experience proves, usually undesirable. Therefore, when we measure the 
intelligence of an individual and learn that he has so much less than normal as to 
come within the group that we call feeble-minded, we have ascertained by far the 
most important fact about him" (Goddard, 1919, p.272).
The heritage of the psychometrician is not enviable. The psychological measurement of 
people with learning disabilities has followed statutory policy since the first measures of 
intellectual function became widely available in the early 1900's. Thankfully, statutory 
policy is now informed by valid empirical findings and advocacy for the persons 
concerned.
However, the hereditarian nightmare has not been forgotten and psychological 
assessment, particularly quantitative assessment of intellectual function, remains 
v politically sensitive. In the 1980's several US states proscribed the use of IQ tests 
(Berger and Yule, 1987). The British Psychological Society (BPS, 1991) warned;
"Psychologists in the main resist simplistic practice in classifying individuals ... 
like labelling individuals in terms of numbers (e.g. IQs) due to their very limiting 
way of describing people." (p.2)
The assessments which may be competed by psychologists with people with learning 
disabilities are in fact much broader than IQ assessment. There are a whole range of 
norm-referenced tests which discover how well a person performs in relation to a
standardisation sample. The role of these tests in relation to changes in statutory policy 
shall be discussed below. However, there are also a range of criterion-referenced tests 
which assess whether individuals have made certain 'achievements' which are 
important in the individual's adjustment to her or his environment. These tests are 
particularly useful in identifying specific skills which it would be useful for the person 
to learn.
In addition to norm-referenced and criterion-referenced tests, there is also assessment 
by direct behavioural observation, which allows recording of specific behaviours in 
everyday settings at particular times. Very often, this form of assessment leads to 
behaviour modification interventions. Not unrelated to this type of assessment is the 
use of adaptive behaviour scales, which vary in use from general assessment to guide 
appropriate placement, to prediction of successful adjustment to various forms of 
community living.
Less commonly, psychologists will come across psychiatric disorders in people with 
learning disabilities, and this will also be described. Finally, there are behaviourally- 
defined syndromes which can be assessed by psychologists, where medical diagnosis 
is unreliable or unavailable. A case in point is autism, where carers value the label and 
there are psychological interventions which can be undertaken to reduce problem 
behaviours.
1. Current Statutory Policies
Before the types of assessment are described in some detail, it will be necessary to 
examine recent changes in statutory policy. The current policy can be traced back to 
1948, when the mental deficiency institutions were transfered from the Local
Authorities to the National Health Service. At this time, there was no recognition that 
the institutions performed both health and social welfare functions; all were simply to 
become hospitals. In 1959 this medical dominance was enshrined in the Mental Health 
Act, which confirmed the status of mental handicap as a medical condition.
By 1969 it was no longer acceptable to simply institutionalise people with learning 
disability. The Secretary of State for Health was Richard Crossman, who 
commissioned the Ely Hospital Report, which exposed the standards of nursing care, 
administration, medicine and amenities available in a large institution. All areas were 
found to be wanting. The 1971 White Paper which resulted from this investigation 
signalled the demise of the large institution. Contemporary to the principles of 
Normalisation (Wolfsenberger, 1972), the White Paper's key principles are still the 
basis of Community Care. Essentially, they were intended to help people with a 
learning disability (then termed 'mental handicap') to take their place in society rather 
than be excluded from it, and to use the whole range of community services available to 
the general population. A 25-year plan was devised to achieve these aims.
Normalisation was defined by Wolfsenberger (1972) as Utilisation o f means which are 
as culturally normative as possible and/or maintain personal behaviours and 
characteristics which are as culturally normative as possible. Wolfsenberger (1983) 
added to this principle by suggesting the highest goal of normalisation should be social 
role valorisation - the creation, support and defence of valued social roles for people at 
risk from devaluation e.g. those with a learning disability.
In 1979 'The Jay Report' supported the model of care which had been identified in 
1971. Interestingly, it developed a framework for a statutory residential caring 
profession. However, the arrival of the Thatcher administration signalled the
widespread downsizing of the public sector, and this was never achieved.
The introduction of the Mental Health Act 1983 and the Mental Health (Scotland) Act 
1984 resulted in the two new categories for people with learning disability of Mental 
Impairment and Severe Mental Impairment. Under these Acts the identification of 
people with learning disability was now possible in terms of the characteristics and 
variables shown in Table 1.
Table 1. Characteristics and Variables applied in legal references to people with 
learning disabilities under the Mental Health Act 1983 and the Mental Health Act 
(Scotland) 1984 (and also the Local Government Finance Act 1988 for England and 
Wales and the Abolition of Domestic Rates [Scotland] Act 1987).
Characteristics Variables
Development of Mind Incomplete or Arrested
Impairment of Intelligence Severe or Significant
Impairment of Social Functioning Severe or Significant
Conduct Disorder Abnormally Aggressive or Seriously
Irresponsible
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Although there is no statutory role for clinical psychologists who assess people with 
learning disabilities in legal cases, they can be called as expert witnesses to help 
ascertain the degree of impairment in some individuals who are detained. This meant 
that the psychologist's professional organisation, the BPS, had to issue advice on the 
operational use of the definitions inherent in the above Acts (BPS, 1991). It suggested 
that Arrested or Incomplete Development of Mind' was not amenable to operational 
definition. It was also suggested that Severe or Significant Impairment of Intelligence 
could be formally defined by psychologists in terms of Intelligence Quotients (IQs) but 
only within explicit confidence limits, and the context of a sound technical knowledge 
of the uses and limits of the assessment methods (see Bucks and Packer, 1996).
In addition, Severe or Significant Impairment of Social Functioning does not lend itself 
to precise psychometric methods, although some criterion-referenced tests lend 
themselves to descriptive statements (e.g. The Adaptive Behaviour Scales: ABS I.II; 
Nihira, Foster, Shellhas and Leland, 1974). Such tools should be used over time to 
estimate social functioning (BPS, 1991). Finally, it was recommended that 
Abnormally Aggressive' or 'Seriously Irresponsible Conduct' were open to 
■r interpretation and therefore subjective in nature (BPS, 1991).
In 1989 two White Papers, Caring for People and Working for Patients, established the 
current arrangements for commissioning of Health Care. 'Working for Patients' led 
directly to the Purchaser-Provider Split, i.e. the separation of the commissioning of 
services from the provision of services. This was based on the prevailing political 
philosophy which entailed the notion that the introduction of market forces in the public 
services would lead to greater financial efficiency.
Following Working for Patients there were two kinds of commissioners (or
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purchasers); health commissions and General Practitioner (GP) Fundholders. Health 
commissions were intended to take up the slack where there are no fundholding GPs.
In addition, providers are now varied. NHS providers are almost exclusively NHS 
trusts, but there are some independent sector providers who bid for commission and 
GP money. Purchasers and providers draw up contracts, but once a contract has 
expired there is no guarantee that it will be renewed. Essentially commissioners can use 
their discretion.
The contracts have three components: cost, volume and quality. The aim is to ensure 
the commissioning of local services by local people who know what is needed, as 
opposed to central decisions. The main points of 'Caring for People' clarify how these 
changes apply to the care of people with learning disabilities. They include ensuring the 
priority of support for carers, priority for 'proper assessment' to target resources 
efficiently, the clarification of agencies' roles so that they can be held to account for 
their actions, and promotion of the development of the independent sector.
There is now a major distinction between health versus social care. Social care should 
involve a place to live where it is required, and things to do during the day (e.g. work, 
leisure, community integration). Health care includes primary care, secondary care and 
specialist services. Residential healthcare is now being minimised. The focus of 
specialist services is on providing care within other care environments (e.g. home, 
social services hostel). Assessments may now help to decide whether a person needs 
healthcare or social care.
The types of assessment used by clinical psychologists who work with people with 
learning disabilities will now be described in relation to current statutory policy, which 
follows the ethos of resettlement in the community, as informed by normalisation
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theory. This policy does not split the political parties because it can seem like all things 
to all people. It enhances civil liberties, contribution to the community and a person's 
level of stimulation, but it is also relatively cheap.
2. Types of Assessment
The following assessment groupings are made for the purposes of analysis, but they are 
not mutually exclusive in all instances. A given test might show characteristics of more 
than one category. However they do represent specific approaches to assessment in 
learning disability.
2.1 Norm-referenced assessment
The origins of norm-referenced tests lie in the attempt of French educationalists to 
identify those children who were failing in primary school early in this century. For 
many years such tests were the main form of assessment for people with learning 
disabilities, if indeed any form of assessment was undertaken. These tests can provide 
-  a single figure, for example an Intelligence Quotient (IQ), but can also show specific 
strengths and weaknesses in mental functioning (Berger and Yule, 1987). Choice of 
items for these tests reflects assumptions about the nature of mental processes. While 
such processes will be sensitive to the influence of the environment, the main focus is 
the individual's mental functioning and changes in it over time.
It is impossible to list all of the different tests here. The most common tests of 
intellectual function are the Wechsler Scales (for adults, the Wechsler Adult Intelligence 
Scale - Revised [WAIS-R]). The WAIS-R provides a Verbal IQ score built from six 
different subtests of verbal functioning, and a Performance IQ built from five subtests.
An overall IQ is provided from all subtests. Because of its broad range of measures, 
many clinical psychologists will use the WAIS-R alone when performing a cognitive 
assessment of an adult who may have a learning disability.
Although the eleven subtests provide varied data as well as summary scores, there are 
many aspects of mental functioning for which it does not provide sufficient information 
(e.g. memory, social understanding). However, it does lend itself well to 'profile 
analysis' i.e. the identification of specific strengths and weaknesses. Statutory policy 
no longer guides the examiner towards a global IQ for the purposes of segregation, and 
so intellectual strengths are as important as specific weaknesses in helping the 
individual to cope. Often an IQ score does not hold great validity, because the specific 
intellectual strengths or weaknesses, as implicit in particular subtest scores, greatly 
exceed the average scale score of the subtests. This statistically undermines the IQ 
(Anastasi, 1988).
There are many norm-referenced tests examining mental functioning. For example, the 
Leiter International Performance Scale (LIPS) allows one to measure non-verbal 
v intellectual function with the almost complete elimination of instructions. This allows 
one to test people with very little language (unfortunately, the presented norms are for 
children only, which limits the validity of the IQ score for adults). At the other 
extreme, there are tests which are intended to examine verbal functioning only, such as 
the British Picture Vocabulary Scales (BPVS). The BPVS examines the development 
of vocabulary, which is only one aspect of verbal functioning. It would be unwise to 
make judgements about a persons overall intellectual functioning only on the basis of 
their BPVS performance.
Norm-referenced developmental tests allow the assessment of the intellectual
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functioning of children (e.g. the Wechsler Intelligence Scale for Children - ID [WISC- 
III]). These tests represent a downward extension of psychometric procedures. They 
provide global scores which allow differentiation of children at different chronological 
ages according to their success in relation to the norms for that particular age group. 
This is less vogue than in the past, as education departments strive to integrate as many 
children into mainstream education as possible. However tests such as the WISC-R 
also allow profile analysis and again it is possible to identify strengths as well as 
weaknesses.
There are many limitations of psychometric assessment. Generally, it does not provide 
information on an individual's social functioning. A person's IQ may be relatively low, 
but they may function adequately at a social level. At the same time, there are people 
who are disabled socially but not intellectually (e.g. in people with Asperger's 
syndrome; see Wing, 1981, and Hobson, 1993). There are many levels to social 
functioning. There are the basic skills of self care, e.g. washing, dressing etc., but 
there are also skills of empathy for other people, conversational appropriateness, 
appropriateness of sexual expression and so on. Psychometric assessments fail to 
quantify these skills (Hogg and Raynes, 1987; BPS, 1991).
More technically, tests vary in their reliability (production of stable results despite 
reasonable variations in who administers it, where it is administered and when it is 
administered) and validity (the degree to which the test measures what it purports to 
measure). The most common tests, such as the Wechsler scales, have been 
demonstrated to be acceptably reliable (Anatasi, 1988). Berger and Yule (1987) state 
that tests are the psychologist's equivalent for instruments measuring blood pressure, 
electric current or length. This is true, but whilst blood pressure, electric current and 
length can be quantified very accurately, psychometric tests contain considerable error -
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'noise' variations in test performance which reflect he test's insensitivity rather than 
differences in the person's mental functioning. It is unclear what comprises a 'pure' 
test of intellectual functioning, although some authors suggest that test performance 
should be at least free from cultural influences (e.g. Kline, 1991; Anastasi, 1988).
Finally, it should be remembered that norm-referenced tests were originally designed 
for practical purposes, not because of a particular theory of intelligence. Unfortunately, 
it was taken up by hereditarians, especially in the United States and in Britain; consider 
the opening quote of this essay (Gould, 1981). An IQ is not a person's intelligence set 
in stone. It is crucial that clinicians remember that norm-referenced tests have a 
practical rather than theoretical basis.
Though developments in assessment of people with learning disabilities often reflect a 
reaction against psychometric approaches, they do have an enduring utility despite their 
limitations.
"What is important is the functional significance of IQ scores of different 
magnitudes, for instance that individuals with low IQs most commonly show 
limitations in many aspects of development"
(Berger and Yule, 1987, p.21)
Such assessment continues to have a place in overall clinical evaluation through the 
interpretation of of similarities and differences in test scores, their changes over time 
and the interpretation of profiles of ability. Such assessment lacks its previous 
prominence, because current statutory policy places emphasis on community 
integration, not segregation, and segregation is after all why the tests were originally 
designed. Coupled with the policy of community reintegration is educational
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integration for children into mainstream school, which creates special tensions between 
parents and different professionals. Some clinical psychologists believe that their 
psychometric assessments clearly indicate the need for special education, with specialist 
resources, in some children. This is contrary to current educational policy.
2.2 Criterion-referenced assessment
Criterion-referenced assessment consists of procedures which contain items 
representing achievements which are important in an individual's adjustment to his or 
her environment (Kieman, 1987). This form of assessment is not concerned with 
comparing individuals. The basis for choosing items for the test is not related to how 
well they discriminate between individuals at different ages. What is more important is 
that the items are functionally related, i.e. that aquisition of a given behaviour is 
necessary for the aquisition of the next in the sequence and that both are included in the 
sequence of test items. As with norm-referenced tests, whilst there should be a firm 
theory for the development of these tests, this remains elusive (Hogg and Raynes, 
1987). They are again based on practical necessity.
Again it is impossible to list all criterion-related tests. An example of a criterion- 
referenced test is the Bereweeke Skill-teaching System (Dell, Felce, Flight, Jenkins and 
Mansell, 1983). The system involves the use of an assessment checklist of items from 
which one develops targets for the person to attain in a three-month period. The goal is 
then broken down into weekly teaching targets. An activity chart is written and 
performance is monitored. The assessment checklist is only a part of the overall 
package which includes goal-setting and management, and therefore it is unclear which 
parts of the overall assessment are the most important. Unlike the Portage Guide to 
Early Education (Shearer and Shearer, 1972) from which it is partly derived, the
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Bereweeke system is geared towards adults with severe learning disabilities in 
residential care. It covers cognitive skills, receptive and expressive language, self care, 
gross motor skills social behaviours and 'practical skills'.
Because many items are the criterion behaviour, reliability and validity are less 
contentious issues in criterion-referenced tests such as the Bereweeke (Kieman, 1987). 
However, some items on the Bereweeke, such as those relating to language and 
cognitive skills, are not so clearly valid, and do not lend themselves to easy evaluation 
of validity. Furthermore, no clear theoretical model of cognitive and language 
development is presented; it is only implied.
Criterion-referenced assessment has become more relevant than in the past, as it allows 
the assessment of a range of abilities which are not reflected on norm-referenced tests 
(BPS, 1991). Measurement of these skills is crucial to appropriate resettlement outside 
the hospitals which are speedily closing. Furthermore, they offer descriptive statements 
about individuals which are less open to misrepresentation than summary numbers, e.g. 
IQ scores (BPS, 1991).
2.3 Direct observation of behaviour
Criterion-referenced assessments are concerned with the evaluation of behaviours 
which are to become the focus for teaching and training. This implies that the new 
learned activities require an evaluation of the intervention programme. At this point 
criterion-referenced assessment shades naturally into direct observational procedures. 
There is a natural continuity between direct behavioural observation and intervention 
(Murphy, 1987).
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Behavioural observation sets out to record directly and to monitor behaviour in 
everyday settings. Where the psychologist is required to complete behaviour 
modification, observations are required (1) to establish a baseline of the problem 
behaviour, (2) to facilitate functional analysis of the behaviour, and (3) to assess the 
success of the intervention. These observational methods will have to be created for 
each client according to their particular circumstances. However, they may involve 
continuous recording of behaviour throughout set observation periods, recording and 
then transcribing video or audiotape, frequency counts of target behaviours, 
measurement of the duration of the target behaviour, or combinations of these (Murphy, 
1987). The hope is that challenging behaviour will decrease, often to be replaced by 
non-challenging alternatives.
The use of direct observation applies to the new circumstances of people with learning 
disabilities, as much as in their previous environments. Therefore its use has not been 
significantly affected by current statutory policies except perhaps in terms of the 
environments in which it is used.
2.4 Adaptive behaviour assessment
The assessment of social competence, or adaptive behaviour, has grown in relevance. 
The development of instruments to assess social competence arose from the inadequacy 
of IQ assessment, and reflects the growing view of learning disability as diminished 
adaptive competence in everyday living, rather than mental deficiency. Adaptive 
Behaviour Scales can be criterion-referenced and the two categories of assessment cross 
over. The scales are typified by their assessment of several domains (e.g. self-feeding, 
personal hygiene, etc.) and avoid global statements about the individual.
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The function of adaptive behaviour scales has varied from general assessment of an 
individual to help locate them in an appropriate programme and monitor change, to 
evaluation of adjustment to community living. However, the prediction of successful 
community living using adaptive behaviour scales is no better than that achieved by 
using IQ (Raynes, 1987). However the two types of assessment are converging as 
adaptive behaviour scales are often themselves norm-referenced.
An example of an adaptive behaviour scale is The Scale for Assessing Coping Skills 
(SACS; Whelan and Speake, 1979). This scale was developed for use by parents to 
assess the performance of their children with learning disabilities. There are 36 items 
grouped under the headings of self-help, social/academic and interpersonal skills. Each 
item is described at five levels of difficulty and the rater indicates on a seven-point scale 
the degree of skill the person has on each item. The SACS is self-administered and 
should be completed by someone who knows the person well. The SACS itself has not 
been standardised, although satisfactory inter-rater reliability has been reported 
(Raynes, 1987; Whelan, 1984).
■v Criterion-referenced scales for assessing adaptive behaviour show the current need for 
non-simplistic descriptive statements for people with learning disabilities. As the 
current policy is away from segregation, and towards community integration, the role 
of the intellectual assessment is much less important. However, there are two kinds of 
assessment in which the clinical psychologist may be involved which do not follow this 
trend; assessment of psychiatric disorder and behavioural syndromes.
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2.5 Assessment of psychiatric illness
People with learning disabilities exhibit the full range of psychiatric disorders found in 
the normal population (Corbett, 1985). Several reviews indicate that psychiatric 
disorder is more frequently reported than in the general population (Rutter et al., 1976; 
Reid, 1982; Iverson and Fox, 1989). It was found by Sturmey, Reed and Corbett 
(1991) that the area of psychometric assessment of such disorders was characterised by 
an absence of data particularly in relation to schizophrenia, psychosexual disorders, 
adjustment disorders, and the validation of screening procedures.
It is not strictly the domain of the clinical psychologist to assess psychiatric disorder, 
and there are many problems with doing so, e.g. lack of data on the applicability of 
DSM-IV and ICD-10 criteria, difficulties of non-verbal people reporting internal states 
of mind, and the difficulty in differentiating signs and symptoms of psychiatric disorder 
form other unusual behaviour (Sturmey, Reed and Corbett, 1991). Nevertheless, the 
clinical psychologist needs to be aware of the possibility of psychiatric disorder as a 
possible factor underlying behaviour.
It is unclear how dual diagnosis can be handled under present statutory policy. Within 
my own experience, it has been the case that neither the Community Learning Disability 
Team nor the Community Mental Health Team in a particular area were prepared to see 
a patient with a dual diagnosis of schizophrenia and mild learning disability. Each saw 
the patient as the other's responsibility and not their 'core business'. This kind of 
problem can be traced to the 1989 White Papers which set very closely defined 
responsibilities for each purchaser and provider unit.
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2.6 Assessment of behaviourallv-defined syndromes
Another type of assessment which sits uncomfortably with current policy is the need to 
assess certain developmental disorders. For instance, clinical psychologists are 
involved with diagnosis of autism. It is generally held that the earlier the diagnosis of 
this disorder, the better the outcome in terms of independence and social adjustment in 
adulthood (Rutter, 1983). This is because a highly structured environment for autistic 
children substantially reduces their challenging behaviour, and this can only be 
provided by (at least partial) segregation in school, and ideally, in the home.
An example of an assessment tool which might be used to diagnose autism is the 
Autism Diagnostic Interview (ADI; Rutter, Lord and LeCouter, 1990). This interview 
requires a short training programme and includes around 100 items, and is administered 
to the child's parents or close carer. Some are factual questions but others require the 
examiner to rate the responses of the carer. The examiner must be careful to obtain 
enough information to correctly categorise responses. The ADI is satisfactorily reliable 
and criterion-related validity has been demonstrated.
Many autistic children intensely dislike crowds and noisy overstimulating environments 
such as shops. These needs sit unhappily with the policy objective of social 
integration. Szivos (1990) suggests that where normalisation fails, 'consciousness 
raising' should be invoked, i.e. if you cannot change the person, change the 
environment. This represents a challenge to normalisation theory because it places less 
emphasis on the individual, than on their support systems. This is not to say that we 
cannot change the individual; for example, 'obsessive-compulsive' traits in autistic 
children lend themselves well to functional analysis (McBrien and Felce, 1992; Baron- 
Cohen, 1989). However, Szivos raises the limitations of normalisation. One cannot
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simply go on forever becoming more normal; at some point the environment must be 
geared towards the person's disability.
3. Conclusions
The assessment of intellectual function, social functioning and behaviour of people with 
learning disabilities is likely to remain a relatively skilled area. In particular, intellectual 
assessment should only be carried out by a chartered psychologist, or a trainee 
psychologist under the supervision of a chartered psychologist (BPS, 1991). The 
reason for this is not professional protectionism, but the need to ensure that the test 
scores are not misinterpreted by laypersons and the law. Psychologists should offer 
advice on the interpretation of such scores.
Criterion-based assessments of social functioning and adaptive behaviour 
measurements have evolved greater importance, partly in response to the inadequacies 
of IQ assessment, and in line with the growth of normalisation following 
Wolfsenberger (1972), and in statutory policy terms, care in the community. Most 
assessment tools are derived from practical necessity, rather than being theoretically 
driven. Two groups of people with particularly demanding needs and who may fall 
fowl of service deficiency under current policy are people with pervasive developmental 
disorders and those with a dual diagnosis.
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"Is 'good enough parenting' a useful concept, and what are its legal and 
ethical implications? "
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1. Introduction
The purpose of this essay is to establish the extent to which good enough parenting is a 
valid and useful term for the clinical psychologist, and the current legal and ethical 
implications of the use of such a concept. It will first be necessary to define the term 
and trace its development. It will then be useful to examine the evidence that parenting 
which is not 'good enough' can influence development. If it is found that there are 
clearly groups of cases where the concept may be applied, it is important to examine the 
ethical and legal implications of doing so. Finally, the essay will examine whether the 
concept should be retained or dropped from clinical practice, on the basis of the 
evidence and issues presented.
2. 'Good Enough' Parenting: Origins and Development of the Concept
Donald Winnicott came to psychoanalysis through paediatrics, being analysed by a 
Freudian, James Strachey. He studied mothers' relationships with their infants and 
small children in his paediatric clinic, and eventually formed his own opinions of the 
- ways the child 'individuates', or comes to separate from his or her mother without 
becoming overly anxious. For Winnicott, the child experiences the mother as the 
environment and as an 'object', i.e. the repository for feelings. This idea had been 
extensively developed by Melanie Klein (e.g. 1946).
Melanie Klein's ideas have been variously called 'bizarre' (e.g. Kline, 1981), or 
'fanciful projections of a theoretically based therapist' (Wolberg, 1977, p. 186). 
Certainly Kleinian analysis has never been accepted by the scientific community. Klein 
contended that oedipal and electra conflicts were a relatively late development of the 
personality. Instead, she proposed that the experiences of infancy itself are related to
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personality development, in particular, to depressive feelings. Initially, the child 
experiences only part objects, e.g. the part sensation of a nipple giving milk, or 
possibly being difficult to suck.
In response to unsatisfying experiences, which are inevitable to a certain extent, the 
infant of less than three months fantasizes a satisfying experience; a part object which 
satisfies. Some feelings are associated with good feelings, some with bad feelings. 
Therefore, the child comes to fantasize a 'good breast' and a 'bad breast'. When the 
baby takes in these part objects (represents them in the mind), this is introjection. 
Introjection is for analysts what learning is for psychologists.
Initially, it is impossible for the child to feel the good feelings and the bad feelings at the 
same time. Therefore, on some occasions it must split the experiences, and project, or 
throw the part objects outside the self. When this happens in later life, we mistakenly 
see our own feelings in other people. This usually happens when stressful experiences 
cause us to regress. Being in this frame of mind is known as being in the paranoid- 
schizoid position.
As the infant approaches six months of age, the the child discovers that the good and 
bad feelings come from the same source, i.e. the good and bad introjections are 
experiences of the same object. This involves loss, because the wholly satisfying 
breast is no longer experienced. Segal (1992) contends that the cry of the child changes 
at this time; it is less urgent, more sad and less angry. Kleinians call this the depressive 
position of mind. In later life, the depressive position is necessary to accept reality in 
difficult circumstances, e.g. after a bereavement.
In The Interpersonal World o f the Infant, Stem (1985) reconciled developmental
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psychology and Kleinian psychoanalysis. He argues that splitting of experiences is in 
fact a later development, as the very young infant does not have the reference points to 
split experiences in this way. There is no evidence that newborns can fantasize. 
Instead, there are gradations of experience from satisfying to unsatisfying. However, 
the baby soon develops ideas of the primary care-giver and of the boundaries between 
the self and others. Stem's key concept is 'attunement' by which he implies a 
responsive emotional communication between child and parent, which is characteristic 
of successful development.
Because Stem (1985) used systematic structured observational techniques, and the fact 
that most of his findings have been replicated (e.g. Miller, Rustin, Rustin and 
Shuttleworth, 1989), his findings have proved much more palatable to psychologists. 
Together with the work of Bowlby (e.g. 1969), Stem represents a successful bridging 
of psychology and psychoanalysis.
In extending Klein's ideas, D.W. Winnicott (1958, 1965, 1971) was responsible for 
the term 'good enough parenting'. He proposed that the 'ordinary devoted mother'
•„ who offers 'good enough mothering' does not worry excessively about the young 
child's paranoid-schizoid feelings, but instead responds often enough and with 
acceptable reliability to the child's cries. It is crucial that the parent does not consider it 
their duty to be perfect and to always provide the child with satisfying experiences. 
This is impossible, and attempting to construct this dynamic results in excessive 
feelings of hatred and rejection towards the infant.
The 'good enough' parent will allow her child growing autonomy, e.g. rights over the 
first possessions, such as soft toys. This possession symbolises and remind the child 
of the past unity of the mother and the self, which can be dimly recalled (it is very
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difficult to demonstrate or falsify the existence of this type of memory in very young 
children, but few contemporary psychologists hold that it exists). So essentially, 'good 
enough parenting' is providing reassurance and guidance as a 'secure base', from 
which the child can increasingly explore the environment of his or her own accord 
(Winnicott does not say exactly what parents should do). For example, many four- 
year-olds can be trusted to play in their bedroom for a time without doing themselves or 
the room great damage, but this is not true of most two-year-olds.
The second of Winnicott's major volumes, The Maturational Process and the 
Facilitating Environment (1965) outlines these themes. His view of psychopathology is 
also further described. For example, the parents may make demands upon the infant 
which come too early in their development, or may fail to provide a secure base because 
of their rejecting or neglectful manner. Infants who experience this will keep strong 
feelings of abandonment or hate deep in their psyche (their 'true' self), whilst appearing 
compliant and pleasant in superficial meetings with other people (the 'false self). 
Winnicott sees this as the basis of neuroses, and even some psychoses where the 
parents are very poor from birth onwards.
Interesting as these writings are, they are fundamentally problematic as working 
concepts for the clinical psychologist, because unlike the concept of attachment, 'good 
enough parenting' is about the infant's experience, not their behaviour which can be
quantified1. We shall return to this point in due course. Yet for Bowlby's approach,
as well as Winnicott's, the key dimension of psychological health for the child is that 
the early environment needs to be adequate. Other analysts agree (Milner, 1969;
Rycroft, 1985). Therefore, Winnicott disagreed with Freud's idea that biology was
1For a synopsis of Attachment theory please refer to the appendix.
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destiny.
3. Evidence that Differences in Parenting Influence Development
It is important to examine the evidence that parenting need be more than the provision of 
heating, food and clothing. In 1946, Bowlby published Forty-four Juvenile Thieves in 
which he suggested, on the basis of an uncontrolled retrospective study of 44 young 
delinquents, that separation of a young child from its mother leads to personality 
characterised by antisocial behaviour and an inability to from close relationships.
Studies of children reared in institutions have also shown a high level of language delay 
and IQ impairments (e.g. Provence and Lipton, 1962; Pringle and Tanner, 1958). 
Children with Down's Syndrome have been shown to make less educational progress 
in institutions than at home (Francis, 1971; Lyle, 1960). Paediatric research 
demonstrates that children in institutions often fail to gain weight properly despite the 
availability of good diets (Bakwin, 1959).
Rutter (1981) extensively reviewed the research in which antisocial and affectionless 
personality was associated with parental deprivation. Whilst the association was found 
to remain, and that the deprivation was causal, Rutter concluded that the effects were 
essentially reversible. The effects of separation appear to depend on many factors, 
including the child's age at time of separation, previous relationship with the parents, 
and the reasons for the separation.
Nevertheless, there is a long-established body of research to suggest that serious 
disturbances in early family life, where one might expect a lack of 'good enough' 
parenting experiences, have negative consequences for language, intellect, personality 
and even physical growth. However, to suggest that it is necessarily the lack of 'good
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enough' parenting experiences which is responsible, is conjecture.
One area of research where the parent is present but not emotionally available is where 
mothers have post-natal depression. Ten to 12 percent of mothers experience post­
partum depression and 40-70% consider themselves to have 'post-natal blues' (Field, 
1990). Some four percent are still depressed when the infant is 12 months old, and 
there is a recurrence rate of 20-30%.
Less favourable emotional development has been described in children reared by 
depressed mothers as opposed to those reared by women with other diagnoses or who 
are normal (Sameroff and Seifer, 1983). At three years, children of a depressed parent 
are less sociable than other children. They may receive a later diagnosis of 
hyperactivity, may have a limited attention span, difficulties interacting with peers, and 
are often diagnosed with depression (Widmayer et al., 1990).
Tiffany Field has described the face-to-face interaction of depressed parents and their 
infants. The parents show fewer positive facial expressions, more negative 
expressions, and fewer vocalisations, and they look at their infants and touch them less. 
In turn, the infants show fewer positive facial expressions, more negative facial 
expressions, fewer vocalisations, more gaze aversion, more protesting, and lower 
activity levels. Field (1990) suggests that this forms a depressed style of infant 
interaction.
However, it is not known whether these infants were depressed from birth, possibly 
for reasons related to genetic transmission, or whether they had developed their style of 
interaction by 'mirroring' their parent. Interestingly, the interaction style of some 
depressed mothers is not withdrawn and inactive, but is more intrusive and negative,
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consistent with Winnicott's idea that a fantasy of the self as the 'perfect parent' must 
always fail and lead to excessive negative feelings towards the infant. Raphael-Leff 
(1991) suggests that pregnant women who come to her for psychotherapy often have 
unrealistic views of themselves as mothers, and these women can then become 
depressed when they fail to live up to their fantasy.
A crucial question is whether 'good enough' parenting improves the pattern of 
responding in the infant of the depressed mother, i.e. whether recovery from post­
partum depression leads to the child showing more positive emotions, less negative 
emotions and more responsiveness.
Field (1990) found that women who had recovered from post-partum depression at six 
months had infants who no longer demonstrated the negative pattern of responding. 
Although there is no direct evidence that these women had abandoned the 'perfect 
parent' fantasy, the findings do indicate that an appropriate level of responding with an 
appropriate mix of positive and negative emotions can improve children's behaviour. 
This has considerable importance because the infants of depressed mothers seem to 
 ^reflect their primary care-giver's predominant mood state, even when interacting for 
long periods with other people (Field et al., 1985).
Certainly this research supports the view that the infant's first months are veiy 
important to their interaction style, and may have long-term effects on cognition, affect 
and interaction. However, there is no evidence that neuroses and psychosis are 
mediated by early experience in the way Winnicott suggests (Gelder et al., 1983). If 
'good-enough' parenting is adopted by the clinician, what are the legal and ethical 
issues which are produced by using the term?
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4. Legal Issues
The arrival of the Children Act (1989) substantially changed the law with regard to the 
care of children and the circumstances under which statutory bodies may intervene in 
families. Its main features are:
• the welfare of the child is paramount
• parental responsibility is emphasised
• wherever possible children should be brought up within their families
• statutory intervention requires risk of significant harm to the child
• race, culture, religion and language should be respected
• children should be informed and consulted
• court orders should be only be made when absolutely necessary
• Family Proceedings Courts replace separate private and public family law
• there is a specified delay in court proceedings
Of these features, 'good enough' parenting has particular implications for the move 
away from intervention by statutory bodies. Since the concept is a description of 
subjective experience, most family conflicts are open to a degree of interpretation as to 
whether parenting practices are 'good enough', except in cases where the behaviour of 
a family member clearly places a child in danger of significant harm, e.g. if a father is 
sexually abusing his daughter. It is possible for the concept of 'good enough' 
parenting to be applied to many circumstances where the clinician may consider that 
there is a very poor emotional environment for the child.
One would doubt that Field's depressed parents would warrant any statutory action 
under the Children Act, even though for many of these infants the future will bring
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difficulties interacting with other people as well as other difficulties. Even though the 
effects of maternal deprivation are largely reversible (Rutter, 1981), Bowlby's original 
findings (1946) that juvenile delinquency is associated with such deprivation are still 
very relevant. It is difficult to see how statutory agencies should act towards such 
children. The child may be at the risk of poor psychological outcome in the future even 
though there is no risk of 'significant harm' at the moment.
However, the Act dictates that the welfare of the child is paramount, and this is another 
pressure on mothers and fathers to be 'good enough'. Since we do not know what 
'good enough' means in terms of behaviour, we cannot tell parents exactly what they 
should do. This means that (i) inadequate or emotionally abusive parents might not feel 
that they need to change their behaviour, or (ii) that perfectly adequate parents may 
conclude incorrectly that they are not good enough. To say whether or not someone is 
'good enough' is a value judgement in itself, but to have no objective criteria for what is 
good enough is to give a blank cheque to the lawyers.
The logical conclusion is that it is problematic to apply 'good enough' parenting to the 
current legislation on the welfare of children, because the term is subjective and 
therefore is open to interpretation in the legal forum, except where the child is very 
clearly at-risk of significant harm.
In order to successfully apply the term with legal application, clinical psychologists will 
need to attempt objective identification of 'good enough' parenting. For example, 
research on maternal deprivation suggests that there should be reasonable continuity in 
children's attachments; the research is sufficiently established to state that children 
should not face many changes in where they live and who they live with, in order to 
reduce the risk of (e.g.) criminal behaviour later in development.
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Some attempt should also be made to examine those factors which may do significant 
emotional harm at home, since the current emphasis is on physical and gross mental 
well-being. Partly as a result of the Children Act, intervention with families is now 
extremely rare except where there is physical or sexual abuse (Fumiss, 1991).
In conclusion, the legal application of 'good enough' parenting is problematic because it 
is such a subjective value-judgement, and this is especially true because of the trend 
away from intervention in families. Of course, there will be families who welcome a 
partnership with professionals and who receive the concept of 'good enough' parenting 
warmly. Yet this in itself does not make the term more applicable to legal aspects of 
cases; it remains too subjective.
5. Ethical Issues
Many clinical psychologists will steer clear of the use of any value judgement on the 
behaviour of individuals in families. There are several ethical issues particular to 'good 
enough' parenting which may discourage its use even further. In the first instance, 
Winnicott's original term was 'good enough mothering' in which he saw the father's 
role as a 'third person' who is distinct and who has an entirely separate role to that of 
the mother. This post-war view of family roles is out-of-date for most contemporary 
psychologists. In the context of men coming back from war to find women occupying 
their jobs in the factories, the concept is highly suspect on the grounds of political 
expediancy.
Those who continue to follow Melanie Klein's writings more faithfully have criticised 
the concept of 'good enough' itself. Winnicott wanted mothers to abandon the need to
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feel perfect in the role, which helped counter such claims of that of Truby King who 
told mothers not to pick up their children when they cried. But as the old joke goes; 
you can use any stick to beat a dog, but you cannot use a stigma to beat a dogma. In 
The Child, the Family and the Outside World (1964), he writes for 'the ordinary good 
mother with her husband in support' and about the good she does 'simply through 
being devoted to her infant'. Segal (1992) scoffs at this view of motherhood as an 
enormous idealisation. Winnicott does seem naive when he talks of the mother's 
'natural tendencies' to do the right thing. Surely, Segal argues, Klein's work taught us 
that women have mixed feelings about their children, and that this is to be expected.
"He writes as if mothers only ever saw their babies as good and loving, when it is 
quite clear that many mothers hate their babies at times, forget them at others, and 
have very conflicting and troubling feelings a lot of the time."
(Segal, 1992, p.95)
Ironically, the concept of being 'good enough' is itself persecutory in nature, because 
Winnicott fails to recognise their ambivalent and outright 'bad' feelings about their 
 ^babies (Segal, 1992; Mitchell, 1975). For him, the father protects the mother from the 
outside world as the mother protects the infant; but he says nothing of protecting the 
child and the m o t h e r each other, or of the mother protecting the other two from 
each other.
A further criticism is that Winnicott's approach is too reassuring, unlike Kleinian 
analysis, where one must learn to contain the most primal anxiety and aggression. Why 
should a clinician reassure anyone, when there may be clear issues of responsibility- 
ducking and other-blaming? Whereas the Kleinian will attempt to stop the client 
projecting their feelings, and own them instead, Winnicott seems to contain only 'good'
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feelings. When Klein presented a paper in 1957 where she proposed that infants come 
to hate the breast, Winnicott held his head in his hands, saying 'Oh no, she can't do 
this!' (Grosskurth, 1986). So where should the destructive feelings go? It seems that 
Winnicott himself projects his own primitive feelings.
Whereas Winnicott would encourage one to be a 'good enough' parent, the Kleinian 
would say that one should be both good and bad, full of love and hate, and understand 
this and be aware of it. Own it.
Yet for the psychologist, the major objection to 'good enough' parenting must be that it 
is simply not a psychological construct, which may be measured with some reliability 
and demonstrable validity. It is a description of subjective experience which can never 
be falsified, and therefore can never be fully accepted by the psychologist. 
Psychoanalytic concepts are a good source of hypotheses for psychology, but do not 
constitute scientific knowledge in themselves because the theories are not refutable and 
refutability is at the heart of science (Popper, 1959).
 ^6. Conclusions: An Extremely Limited Concept for the Clinical 
Psychologist
Where 'good enough' parenting may be useful is in the tentative offer to the parents of 
self-talk which leads to positive effects for their self-esteem; e.g. by saying to 
themselves 'I can't be there for her every second' or 'I don't have to get it right every 
time'. Parents who come into therapy using very negative language about their own 
parenting skills may find the term quite liberating. However, not using it at all can be 
justified for the following reasons.
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In legal settings, the term may be used to justify the non-involvement of statutory 
bodies following the Children Act. It may be used to make otherwise adequate parents 
who need to learn specific parenting skills feel that all of their parenting is not 'good 
enough', because Winnicott was never specific about what one should do in_ 
behavioural terms. Many parents may not be 'good enough', e.g. chronically 
depressed mothers, but Winnicott's concept provides no intrinsic guidance to 
psychologists and the law in these cases.
On the ethical side, the concept contains a value judgement from the 1950s which no 
longer applies to modem family life. For example, many families have no 'father 
figure', and many couples now share responsibility for infant care and providing 
material care. By economic necessity and belief in their right to a career, many women 
return to work soon after having their baby. Is this failing to be 'good enough'? Rutter 
(1981) finds no evidence that a woman returning to work does any harm in itself.
Traditional Kleinian analysis takes issue with the concept itself as being persecutory and 
a denial of mother's 'bad' feelings towards their infants. Segal (1992) suggests that 
m Winnicott himself could not tolerate the idea that babies could hate their parents and vice 
versa.
Psychologists are committed to scientific endeavour, and it is a general maxim that 
psychologists should use only those psychological constructs which can be refuted, 
have demonstrable objectivity and may be measured in terms of specific behaviour.
This is clearly not the case with 'good enough' parenting.
In many cases it will be possible to conceptualise parenting skills in behavioural terms, 
e.g. as by Webster-Stratton and Herbert (1993). Alternatively, emotional problems in
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families can be thought of in terms attachment disorder. Attachment can now be 
measured in terms of specific behaviour, thanks to the extensive work of Ainsworth 
(e.g. 1964). This approach is often preferable, because it does not involve a value- 
judgement of the parents' relationship with the child. Given the existence of these 
alternatives, it is possible to avoid the concept of 'good enough' parenting altogether. 
The amount of conceptual, ethical and potential legal problems it carries suggest that 
psychologists should think very carefully before using the term in their clinical practice.
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8. Appendix: The basic features of attachment theory
In Attachment and Loss (1969), Bowlby managed to replace largely out-of-date 
'instinct theories' which underlay psychoanalytic theories of affectionate behaviour in 
infancy and childhood. It is characteristic of humans to form strong affectionate 
relationships with each other, and some of our strongest emotions depend on how these 
relationships are faring. Stable relationships are a source of enjoyment and security, 
but separation, loss and threatened loss can arouse anxiety or sadness. Until the 1950s 
only psychoanalysis had explicitly formulated reasons for these bonds. Freud (1906) 
suggested that because of failure to gain instant gratification, e.g. through sex or food, 
humans must learn to bond to other humans as a way of reducing the drives. Therefore 
there were 'primary drives' such as the need for food and sex, and 'secondary drives' 
such as the need for relationships.
However it was found that children in institutions who were adequately warmed, 
clothed and fed were still failing physically and psychologically. Bowlby (1951), who 
invented the modem use of the 'attachment' term noted the high frequency of 
delinquency and affectionless psychopathy in cases where there were multiple 
separation experiences and institutional care. Concurrent animal studies on imprinting 
led to the theory that birds will develop strong bonds with mother-figures in the first 
few days of life, without any reference to food. Bowlby (1958) also noted studies of 
rhesus monkeys which showed that infants will cling to dummies that are soft and 
comfortable even when food is dispensed by an alternative 'mother' made out of wire.
Following Klein (1946) but also ethology, control theory, and cognitive psychology, 
which cannot be adequately explained here, Bowlby rejected Freud's drive theory and 
developed Attachment Theory as an alternative. While especially evident in childhood,
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attachment behaviour characterises humans across their lifespan. It includes crying and 
calling (which elicit care), following and clinging, and also strong protest should a child 
be left alone with strangers.
(i) Specificity. Attachment behaviour is directed towards one or a few specific 
individuals, usually in clear order of preference.
(ii) Duration. An attachment endures, usually for a large part of the life cycle. Early 
attachments are not easily abandoned and commonly persist until the death of the older 
person.
(iii) Engagement o f Emotion. The strongest human emotions belong to the attachments 
in one's life. Forming a bond may be called falling in love, maintenance of the 
attachment called loving someone, and losing a partner as greiving for someone. The 
threat of a loss arouses anxiety, and actual loss causes sorrow. Both can cause anger.
A large part of the findings on emotional disorders are consistent with this element of 
the theory (Bowlby, 1987). The unchallenged maintenance of a bond is experienced as 
security, and renewal of a bond is a source of joy.
(iv) Ontogeny. Attachment behaviour to a preferred figure occurs in the first nine 
months of life during normal development. It is more readily activated in those under 
three years and is less readily activated after three years.
(v) Learning. Bowlby contends (Bowlby, 1987) that the conventional rewards and 
punishments used by experiemntal psychologists play only a small part in attachment 
behaviour, and attachment can develop despite repeated punishment from the attachment 
figure.
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(vi) Organisation. Initially the responses which comprise attachment behaviour are 
simply organised, but after the first year become subject to representational models of 
the environment and the self. These systems are activated by certain conditions and 
terminated by others. Activating conditions might include strangeness, hunger, fatigue, 
and anything frightening. Terminating conditions might include cuddling, talking or 
simply being with the mother-figure.
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"What are the Limitations of Cognitive and Behavioural Interventions 
for People with Long-Term Pain?”
Psychology of Pain Essay (specialist placement)
Submitted August 1997 (Year II)
1. Introduction
Pain can be viewed as a symptom, like high temperature, but it has much more meaning 
than that. Biologically, pain is a signal that the body has been harmed; psychologically, 
pain is felt as emotional suffering; behaviourally, pain alters the way a person acts; 
cognitively, pain calls for thinking about its meaning, cause, and remedies; and 
culturally, pain is tolerated in different ways and to different extents (Caudill, 1995).
There are two main categories of pain in health care settings; acute and chronic. Acute 
pain usually has an identifiable source and is limited in duration. It is experienced when 
a person touches a hot iron accidentally, when a person contracts appendicitis, or when 
a mother-to-be enters labour. With physical healing, these conditions usually result in 
little or no pain. In acute pain, pain relief medications are usually indicated.
Chronic pain occurs when the physiology underlying the pain goes awry, or a pain- 
related disease becomes chronic (e.g. cancer). This results in unrelieved pain, and the 
symptom itself becomes the underlying problem. Chronic pain tends to have ill-defined 
cause, lasts months or years, and often has multiple biological, psychological and social 
consequences, such as muscle wasting, depression and unemployment. Problems 
associated with chronic pain include spinal damage and degeneration, diabetic 
neuropathy, headaches, and fibromyalgia (a syndrome including chronic pain, muscle 
and tendon weakness). Importantly, chronic pain has no necessary link to actual tissue 
damage.
In order to understand the limitations of cognitive and behavioural approaches to 
treating chronic pain, it is necessary to examine the considerable role of cognitive and 
behavioural factors in the maintenance of pain and related behaviours. It is also
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necessary to examine the efficacy of current interventions.
The traditional theory of pain is specificity theory which suggests that there are distinct 
pain nerve pathways leading to nerve centres in the brain, and that the spinal cord 
pathway to the thalamus is especially important (Keele, 1966). However, specificity 
theory assumes that the severity of the pain felt is proportionate to tissue damage. In 
neuralgia, gentle touches can trigger excruciating pain in the absence of tissue damage. 
Also, pain is often experienced by amputees ‘in’ the missing limb, which is a non- 
adaptive but distressing pain message. In addition, soldiers returning from the second 
world war often suffered great injury, but reported less pain than civilians with similar 
injuries. This coincided with euphoria about leaving the battlefield in an honourable 
way.
In answer to these conundra, Melzack and Wall (1965) proposed the ‘gate-controT 
theory of pain. Essentially, the theory proposes that there are a series of neural ‘gates’ 
located in the spinal cord (in the substantia gelatinosa cells in the dorsal horns) that can 
be “opened” or “closed” to varying degrees, thereby modulating incoming pain signals 
v before they reach the brain. Messages from peripheral fibres (e.g. when rubbing a 
stubbed toe) and descending impulses from the brain (e.g. when euphoric about good 
news) can close the gate, but it is rarely completely ‘shut’. Therefore, the activity in the 
pain fibres is not the only determinant of the pain experienced. Despite some 
contradictory findings, the theory has received broad support from reviews (e.g. 
Sarafino, 1990; Winters, 1985; Melzack and Wall, 1982).
The gate-control theory offers a bio-psycho-social model of pain, implying that 
psychological variables can be invoked to reduce the experience of pain. In fact, 
therapies which influence psychological variables increase coping and reduce the
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distress associated with the pain, as well as reducing the amount of pain which is 
experienced (Hor, Fydrich and Turk, 1992). Therefore, there are behavioural and 
emotional consequences of cognitive-behavioural interventions.
Where interventions from GPs and pain consultants no longer offer the patient pain 
relief, clinical psychology can offer a service which maximises coping with the pain. It 
is now accepted practice to deliver cognitive-behavioural interventions in 
multidisciplinary settings, in order to combine psychological, medical, and 
physiotherapy expertise (Williams et al., 1996).
2. Cognitive-behavioural interventions for chronic pain: form
2.1 Operant Therapy
Vami, Jay, Masek and Thompson (1986) describe the case of a three-year-old girl with 
severe bums. After 3 months, she had developed pain behaviours which were no 
longer consistent with her bums (which had healed considerably). These included 
- crying, complaining of pain, and resisting the nurses’ attempts to put her splints on 
(which are appropriate in the initial stages of recovery from such trauma). Vami and 
colleagues determined that the hospital staff were maintaining the behaviours by giving 
attention for them, and allowing the girl to avoid unlikable and disliked activities, such 
as physiotherapy.
To change this situation, the therapists instructed staff to ignore pain behaviours which 
they paid attention to in the past, to provide rewards for compliant behaviour, and to 
praise the girl for progressively longer periods in which she did not complain. Dramatic 
reductions in the girl’s crying and complaints of pain were observed, and she complied
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readily with rehabilitation measures.
The operant approach is utilised as a stand-alone therapy to reduce pain behaviours and 
promote coping (e.g. Roberts, 1986), but can also be incorporated into a cognitive- 
behavioural multidisciplinary approach (e.g. Turk, Meichenbnaum and Genest, 1983). 
With adults, it is possible to have patients sign a contingency contract to ensure the 
patient either gives up reinforcers for pain behaviour (medication, attention, smiles, 
candy, TV) completely, or receives them at regular intervals and not when they 
demonstrate pain behaviours. It is extremely important to recruit family members when 
implementing the operant approach, as they provide much of the social reinforcement 
for pain behaviours (for a review, see Payne and Norfleet, 1986).
The operant approach can also be applied to medications following Fordyce (1976), 
who discovered that a fixed schedule for medication ingestion (1) is more effective in 
pain relief, as the person does not wait until they are in pain for a time before they take 
the painkiller, and (2) stops the medication becoming a reinforcer for pain behaviours.
~ 2.2 Relaxation and Biofeedback
There is a strong link between stress, physical responses and pain (Sarafino, 1990). 
For example, stress can cause the muscles of the scalp, neck and shoulders to contract, 
leading to headache. Because of the connection between stress and physiological 
processes producing increased pain, psychologists can apply progressive muscle 
relaxation and biofeedback to help control pain.
In progressive muscle relaxation, the patient focuses their attention on specific muscle 
groups while alternately tensing and relaxing these muscles. The patient is encouraged
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to perform the technique at the very beginning of an increase in pain. In biofeedback 
procedures, patients learn to exert voluntary control over a bodily function, such as 
heart rate, by receiving information about changes in that function. For example, 
patients suffering from headaches related to muscle tension in the scalp and neck, can 
receive information from an electromyograph (EMG) machine which measures electrical 
activity in the muscles. They find that what reduces muscle activity is the relaxation 
response, and can then use this response without the machine after some practice.
These forms of treatment usually last two-three months and sessions are weekly (see 
Blanchard et al., 1986).
2.3 Cognitive Techniques
Some people suffering from chronic pain focus on the ordeal and how uncomfortable 
and unfortunate they are, but others do not (Turk and Rudy, 1986). Thoughts which 
focus upon the negative consequences of the pain, such as “This hurts a lot” or “I’m in 
pain all the time” actually increase the pain intensity (Turk, Meichenbaum and Genest,
- 1983). Other people make self-statements which are more benign (e.g. “It’s not so 
bad” and “I’m being brave”), and these thoughts coincide with reduced experiences of 
pain (Brown, O’Keeffe, Sanders and Baker, 1986). Therefore, cognitive factors 
influence the experience of pain. Several techniques are available to psychologists, 
which can be classified into attention-diversion, imagery, and redefinition (following 
Fernandez, 1986).
Attention-diversion from pain involves focussing on a non-pain stimulus, which 
appears to reduce the brain’s capacity to focus attention upon the pain. For example, it 
is often more effective for patients with chronic pain to read at bedtime, as the
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concentration involved inhibits thoughts which focus upon the pain (Turk, 
Meichenbaum and Genest, 1983). However, there are some qualifications of this 
technique. It is more likely to be effective if the pain is weak or moderate in intensity 
than if it is intense, and if the task involves a lot of concentrative effort (McCaul and 
Malott, 1984).
The strategy known as guided imagery involves the person creating or remembering an 
image which is pleasant to them, and is incompatible with the pain. The person is 
encouraged to imagine the effects on all senses; touch, vision, hearing, taste, smell. In 
many ways this technique is similar to attention-diversion, except that the person’s 
imagination creates the stimulus.
Redefinition involves the substitution of constructive or realistic thoughts about the pain 
experience for those that invoke feelings of threat or harm. In the first instance, the 
psychologist can provide information about the sensations to expect in future medical 
interventions, which reduces misconceptions and exaggerations of what to expect in 
medical procedures (Anderson and Masur, 1983). Secondly, self-statements can be 
•«* learned which (1) emphasise the person’s coping with the pain (e.g. “it hurts, but I’m 
in control”), which (2) re-interpret unpleasant aspects of the pain (e.g. “it’s not so 
bad”), and (3) tackle illogical negative self-statements (e.g. “it’s not really terrible, it is 
bearable”).
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3. Cognitive-behavioural interventions for chronic pain: efficacy
3.1 Operant approaches
Studies have shown that operant techniques can successfully increase patients’ activity 
levels and decrease medication use (Bradley, 1983; Linton, 1982; Roberts, 1986; Turk, 
Meichenbaum and Genest, 1983). However, a purely operant approach seems more 
appropriate for patients with chronic-recurrent or chronic-intractable-benign pain than 
for those with progressive conditions, such as cancer patients.
Patients are also less likely to improve if significant others do not cooperate with the 
psychologist (Fordyce, 1976). Nevertheless, the evidence suggests that the operant 
approach can strongly improve a patient’s functioning.
3.2 Relaxation and biofeedback
Relaxation and biofeedback are clearly effective in pain relief according to several 
' reviews (Andrasik, Blake and McCarran, 1986; Belar and Kibrick, 1986; Blanchard, 
1987; Holroyd and Penzien, 1985). The basis of this broad conclusion is mainly with 
studies of people with chronic headaches (although there are some other groups who 
appear to benefit, such as those with phantom limb pain; Bradley, 1983).
Relaxation and biofeedback are about equally effective in relieving headache pain, and 
both are superior to placebo. Relaxation is more effective with migraine, and 
biofeedback slightly more effective with muscle-tension headache (Andresik et al., 
1986; Holroyd and Penzien, 1985). Combination treatments are even more effective.
In a study of patients with muscle-tension headaches, patients rated between 29% and
53
88% improvement in their pain when receiving both, as opposed to between 17% and 
94% in patients receiving only relaxation (Holroyd and Penzien, 1985).
3.3 Cognitive techniques
Studies suggest that attention-diversion and imagery are particularly useful with mild or 
moderate pain, with redefinition being more effective with patients experiencing strong 
pain (McCaul and Malott, 1984). In addition, redefinition appears to be more effective 
than attention-diversion in reducing pain and pain behaviours, according to a study by 
Rybstein-Blinchik (1979), which included patients with arthritis, amputees and people 
with spinal injuries. Both techniques were more effective than placebo. Many 
treatment programmes readily combine cognitive techniques, since all are effective.
3.4 Multidisciplinary approaches
Recently, prospective longitudonal studies of multidisciplinary treatment groups based 
on cognitive-behavioural principles have become available. Williams et al. (1993)
 ^examined 212 patients with chronic pain of mean duration of 10.5 years. The main 
components of therapy entailed education, teaching the cognitive-behavioural 
techniques detailed above, stretching and exercise training, medication elimination, 
goal-setting and pacing. Significant improvements on all measures (pain intensity, 
distress, depression, self-efficacy, physical ability measures) were recorded, and well 
maintained at six-month follow-up. This result was replicated by Williams et al. (1996) 
in a study of 121 chronic pain patients, with the exception that pain intensity itself was 
not significantly reduced. They also found some superiority of in-patient group 
treatment over out-patient treatment, although both were very effective.
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The fact that the multidisciplinary approach to pain management appears to be effective 
is not surprising given the effectiveness of individual cognitive-behavioural techniques. 
A meta-analysis by Hor, Fydrich and Turk (1992) of 65 studies of multidisciplinary 
pain treatment centres demonstrated that they are highly effective, as well as lowering 
the use of expensive medical treatments which essentially have temporary effects 
(Melzack and Wall, 1982).
4. Potential limitations of cognitive-behavioural interventions for 
chronic pain
4.1 Issues of medication
Clinical psychologists do not prescribe medication. The responsibility for medication 
remains with the pain consultant and the GP when a person receives cognitive- 
behavioural intervention for chronic pain. However, the operant approach applies 
when a person is taking medication. If the person waits until they have endured a lot of 
pain for much of the day, and then takes medication, the medication will (1) be less 
v effective and (2) reinforce the pain behaviour which preceded it (Fordyce, 1976).
Therefore, it is important for the psychologist to work closely with the medical 
professionals involved. Ideally, a consultant anaesthetist could work within the team 
as part of their role. In this way behavioural principles can be systematically applied to 
the person’s medication usage. Alternatively, close cooperation with a GP can lead to 
the same end. If necessary, the long-term effectiveness of the cognitive-behavioural 
intervention can be contrasted with the cost of repeated injections, surgery, high 
medication usage etc.
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4.2 Extensive physical damage
Where physical damage is extensive, there exists a strong factor promoting the 
experience of strong pain. This will impose a natural limit on the effectiveness of 
cognitive-behavioural interventions (Turk, Meichenbaum and Genest, 1983). This is 
especially true when the physical damage is progressive, as with cancer. In most 
conditions, however, a degree of healing takes place, and it is the non-adaptive firing of 
nerves after surrounding tissue has healed which causes the chronic pain (like a broken 
thermo-stat stuck at a high temperature; Caudill, 1995). Where the original injury is 
extensive, the degree of ‘faulty firing’ may be relatively extensive also.
In these cases, the cognitive and behavioural principles still apply, but the person must 
try harder to obtain satisfactory coping skills. It is not the aim of most pain 
management groups to reduce the pain, rather the focus is on reducing pain behaviours 
(Caudill, 1995). In many patients the pain does decrease, but this is really an added 
bonus. The potential for improved coping is always present. It is also true that some 
people with very extensive injuries (e.g. the ‘euphoric’ war veterans) report little pain 
„ because psychological factors are, in their case, very protective.
4.3 ‘Physical’ therapies
Again, whilst not really the domain of cognitive and behavioural interventions, physical 
therapies such as transcutaneous electrical nerve stimulation (TENS), exercise, traction, 
massage and applying heat and cold, are all subject to operant principles. If 
experienced as reinforcers for pain behaviours, they are unlikely to provide more than 
temporary relief. However, if couched within a cognitive-behavioural programme as 
described by Williams et al. (1996,1993), then their use non-contingent upon pain
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behaviour is likely to be beneficial. Heinrich et al. (1985) have demonstrated that 
physical therapy including an exercise programme, information about the causes of 
back pain and demonstrations, can result in reductions in pain which are maintained 
several months after treatment. However a comparison group receiving cognitive- 
behaviour therapy showed better psychosocial adjustment to their pain. Overall, it 
would appear that ‘physical’ therapies are likely to contribute most to pain management 
by inclusion in cognitive-behavioural intervention programmes.
4.4 Differential diagnosis
There are a number of conditions where long-term pain may be present, but where 
cognitive and behavioural interventions to help cope with the pain is not the optimal 
intervention. These were reviewed by Caudill (1995). First, some people with primary 
clinical depression report physical pain. In these cases, cognitive therapy for the 
depression is the intervention of choice, and if successful, should alleviate the physical 
pain sensations.
-  In the past, many women patients with chronic pain were labelled ‘hysterical’. Caudill 
(1995) suggests that the syndrome of hysteria described by Freud is in fact quite 
specific and can be differentiated from chronic pain by the hysterical patient’s belle 
indifference to their loss of function. Typically, chronic pain patients care a great deal 
about their loss of function. Failure of medical investigations to find a root cause of the 
pain does not justify a diagnosis of hysteria, because of the nature of chronic pain (no 
necessary tissue damage) and the lack of sensitivity of contemporary laboratory 
equipment.
Caudill (1995) also describes issues surrounding ‘malingering’ and post-traumatic
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stress disorder (PTSD). In both cases, there does not appear to be strong evidence of 
chronic pain patients either deceiving health care systems, or presenting with physical 
symptoms when in fact there is an underlying trauma repressed from memory. She 
advises that PTSD be investigated before multiple surgical or medical procedures are 
performed, to exclude the small possibility of its presence.
4.5 Patient Resistance
Some patients are extremely resistant to the basic concepts of cognitive-behavioural 
interventions for chronic pain, i.e. that non-physical factors can modulate their pain.
On one level, this resistance may simply reflect the level of secondary gain which they 
have obtained by extensive unsuccessful medical interventions and family interactions 
(Roberts, 1986).
At the other extreme, a mental health issue may predate the chronic pain problem. One 
area of differential diagnosis not examined by Caudill is personality disorder. The idea 
that one should take responsibility for managing the pain, instead of blaming something 
‘out there’ (e.g. incompetent doctors, an accident, fate) may contradict dysfunctional 
beliefs of some patients. In these cases, individual cognitive therapy may be more 
appropriate than a group intervention. Cognitive therapy for personality disorders has 
recently been described by Young (1994). Assessment of cognitive beliefs or schemas 
can by included in multidisciplinary assessment, so that interventions can be 
appropriately targetted.
“Viewed from a cognitive-behavioural perspective, patient resistance and 
treatment non-adherence are not signs of personality defects or of hostility on the 
part of the patient, but instead are a natural consequence of a maladaptive thinking 
style, a set of dysfunctional beliefs, and / or of a set of interpersonal 
consequences that reinforce resistance.”
(Turk, Meichenbaum and Genest, 1983, p. 192).
5. Conclusions
Cognitive and behavioural interventions for chronic pain are broadly effective. 
Following the gate-control theory of pain, cognitive and behavioural interventions 
influence a patient’s coping and experience of pain, and can remove pain behaviours 
which damage a person’s quality of life. In addition, medication can be taken at regular 
intervals, which removes its reinforcement function.
Pain behaviours are subject to operant principles. The primary gain for visiting health 
care (removal of the symptom) is often insufficient with chronic pain patients because 
of ineffective medical interventions (e.g. epidural injections). The secondary gain 
(attention from professionals) often outweighs the primary gain, resulting in the 
reinforcement of pain behaviour. As Payne and Norfleet (1986) have shown, 
significant others often reinforce the pain behaviour unwittingly. Therefore, cognitive- 
behavioural interventions often depend on adequate motivation of the patient and their 
family.
Finally, it is impossible to control the extent of the original injury, but psychological 
factors can potentially influence pain even where damage is very severe. As a whole, 
the evidence suggests that the limitations of cognitive-behavioural interventions for
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chronic pain are insufficiently problematic to negate overall efficacy. The treatment 
effects are also stable over time (Hor, Fydrich and Turk, 1992). This overall efficacy 
is reflected by the striking success of programmes such as that described by Williams et 
al. (1996,1993) which include medical, physiotherapy and other expertise, but which 
are based on cognitive-behavioural principles.
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1. Introduction
In assessing and intervening in the depression of an older adult, it is important for the 
clinical psychologist to examine those factors which are associated with increased age 
and may influence the nature and course of the depression. The position of Freud 
(1905) was that people over 50 years of age have character structures which are too 
rigid to permit the changes of opinion necessary for psychotherapy to work. This was 
not supported by Abraham (1919) or Jung (1933) on the basis of successful 
psychoanalytic work they had carried out. Controlled research studies have confirmed 
the general effectiveness of psychotherapy interventions for depression in later life (for 
a review, see Schneider, 1994). A meta-analysis of the effect sizes of psychological 
intervention and drug treatment for depression in older adults was carried out by Scogin 
and McElreath (1994), who found equivalent effect sizes (mean d  =.78 for 
psychological interventions, versus mean d = .57 for antidepressants). Older depressed 
patients may also be more likely to drop out of drug treatment than psychological 
treatment (Sloane, Staples and Schneider, 1985).
Therefore, there is little evidence that older depressed people are more difficult to treat 
than younger depressed people. There may, however, be a problem with therapists’ 
attitudes to older adults in that they make the same assumption as Freud without 
consulting the evidence. This issue is easily resolved by the education of professionals.
Nevertheless, there are several factors which should be considered following a referral 
for depression in an older patient. This essay is an examination of these considerations. 
The particular factors can be divided into issues pertaining to assessment and issues to 
do with intervention. Several of these factors are important to consider in any
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psychotherapeutic work with an older adult.
2. Factors relevant to assessment
2.1 Recognition of a mental health problem
Older adults may be less likely to recognise that physical symptoms, such as lethargy, 
sleeplessness, loss of appetite, muscular tension, headaches and constipation can be 
due to an underlying psychological problem. Gurin, Veroff and Feld (1960) examined 
the process of deciding to seek therapy in a sample of adults in the United States. They 
suggest that there are three stages in the process. First, the person identifies their 
problem as psychological rather than physical or moral (e.g. “I am anxious in stressful 
situations” instead of “My heart races when I go out anywhere” or “I am too weak to 
handle crowds”). Second, the person goes through a period of trying to resolve the 
problem themselves, or they may wait for it to go away. The third stage is to seek help. 
Depending on several factors, including the family physician’s awareness of 
psychological treatments, availability of pastoral care, etc., the person may end up 
- seeing a psychologist.
Gurin et al. (1960) found that the first stage is that which is affected by the patient’s 
age. That is, older adults are less likely to identify the problem as psychological in the 
first instance. Depression is about the occurrence of many psychological and physical 
factors. The folk wisdom of older people includes notions about the debilitating 
consequences of physical illness, and they may wrongly attribute their symptoms to a 
physical condition.
By interviewing older and younger adults, Veroff, Kulka and Douvan (1981) found
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that the people who were older than 70 years at the time of their study were less likely 
to be aware of mental health services which were not for people with dementia or 
psychosis. They suggest that this is a cohort effect, rather than an age effect. That is to 
say, it is due to the fact that the people who are older adults now are less likely to have 
experienced psychotherapeutic services across their lives. This implies that a major task 
of health professionals is to educate older people in correctly identifying psychological 
problems including depression.
Depression may also not be recognised because it is confused with a grieving process. 
Relatives and friends may unwittingly reinforce the person’s view of themselves as 
‘wilting from a broken heart’ when in fact a loss has become depressive reaction, or 
coincided with it. In fact, the emotional response to the death of a loved one tends to be 
stable over time.
It is a myth that a bereavement necessarily leads to distress, which is in some sense 
‘necessary’ for a later cognitive ‘resolution’ and recovery (for a review, see Gilewski, 
Faberow, Gallagher and Thompson, 1991). Affective and cognitive consequences 
■v appear to last between 2 to 7 years, with much more between-individual variation in 
emotional responses than within-individual variation (Gallagher, Gallagher-Thompson 
et al., 1991; Wortman and Silver, 1989). Therefore, although a person may become 
depressed following a bereavement, there is insufficient evidence to suggest that this is 
normative.
2.2 The co-existence of medical problems and prescribed medication
Older people are less likely to be free from physical disease and drug regimes than 
younger people. Physical symptoms can be due to a primary physical cause or
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medication, and may be ambiguous in nature. It may be necessary to focus upon the 
cognitive elements of the person’s presentation, so that depression can be seen for its 
cognitive as well as its physical effects.
This problem has been partially addressed with the introduction of the Geriatric 
Depression Scale (GDS; Yesavage et al., 1983). The GDS is a self-report scale which 
focusses upon non-physical symptoms. It therefore allows the psychologist to assess 
for depression without fear of a false positive result which might occur if a scale was 
used which was validated on the general adult population (e.g. the Beck Depression 
Inventory; Beck, Rush, Shaw and Emery, 1979).
2.3 The problem of dementia
The problem of dementia is considerable. Older adults with depression often complain 
of memory problems, and worry about having Alzheimer’s disease. As a person ages, 
they may notice that their memory is not as good as it used to be, and conclude that they 
are dementing. Such problems may reflect the early stages of dementia which is 
difficult to diagnose accurately. For example, Reding, Hay cox and Blass (1985) found 
that 57% of older persons in their sample who were originally diagnosed with 
depression, were clearly dementing at 3-year follow-up.
However, memory problems do not necessarily imply dementia. In fact, a degree of 
loss of memory functioning is normative (e.g. Zelinski, 1980). Depression can often 
lead to decline in memory functioning, although with careful neuropsychological 
assessment, this can be differentiated from Alzheimer’s disease proper (Niederehe, 
1986; Kaszniak, 1990; LaRue, 1992). Depressed older adults often describe failures in 
concentration and attention, such as an inability to follow their favourite TV programme
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or articles they are reading. They may also be unable to remember what other people 
have said to them in conversation or asked them to do. These failures can be 
understood as failures to register information and record it in memory, due to 
competition from depressive thoughts (Hartlage, Alloy, Vasquez and Dykman, 1993).
There are two possibilities which should be avoided. On the one hand, a therapist may 
see the effects of a long-developing depression on memory as signs of Alzheimer’s 
disease and refer on prematurely. On the other hand, the therapist may develop a 
positive rapport with a patient and then fail to recognise a dementing process. Of 
course, this is more serious. If no dementia is present the patient is likely to be sent 
back to a psychotherapeutic service. It is always better to exclude an organic cause.
3. Factors relevant to intervention
Once the psychologist has excluded a dementing process, concluded that a physical 
illness is not causing depressive symptoms, and the patient has been informed that their 
problem is likely to be psychological in origin, it is possible to proceed with 
intervention as confidently as one might with a younger adult. However, some factors 
need to be considered during intervention.
3.1 Educating the patient about psychological explanations and therapy
It is necessaiy to continue focussing on psychological explanations of the patient’s 
symptoms when building an intervention. Older people are quite aware of medical 
explanations for physical disorders. However, psychotherapeutic change requires the 
person to ascribe influence to factors within their control, such as the nature of their 
thinking and the behavioural choices they make. Illness models of depression may
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imply a passive role of the patient, and this can be reinforced by a medication-based 
treatment. Therefore, the therapist must create a discourse which is more inclined to 
psychological explanation of the depressive symptoms and the ability of the person to 
make choices (cognitive and behavioural) which ameliorate the depression.
Knight (1996) suggests that it is necessary to make several points very clear with the 
older depressed person. These are (1) that one does not need to be mentally ill to 
benefit from therapy, (2) that the therapist and patient work together as equals, (3) that 
it may take several visits for benefit to be felt, (4) that talking to a trained listener is 
known to be helpful in itself, (5) that expressing emotions is known to lead to relief, (6) 
that the therapy has a prescribed length, and (7) that what is talked about is confidential 
unless child abuse, elder abuse or suicidal thoughts are mentioned.
3.2 Age-related personality changes and emotional development
When proceeding with therapy for depression in older people, it is necessary to be 
aware of age-related personality factors, because older people may appear to respond 
- differently to the therapeutic tasks. There appears to be considerable stability on 
introversion, neuroticism, openness to experience, dependability and agreeableness 
across years and even decades into the early part of older adulthood (Baltimore 
Longitudinal Study; Costa and McCrae, 1988). However, older people show a decline 
in energy levels and higher introversion in their 80s (Field and Millsap, 1991).
Despite a basic lifelong stability in personality, older people report that they have 
changed and are more mature than they used to be (Bengsten, Reedy and Gorden, 
1985). On the Minnesota Multiphasic Personality Inventory (MMPI), older people 
show lower scores on scales associated with anger, impulsiveness and confusion.
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Extensive research carried out in the 1970s with the MMPI in older adults was reviewed 
by Gynther (1979), who suggested that people become less impulsive as they get older, 
and are more likely to see both sides of an argument. Older people’s facial expressions 
also appear to show elements of several emotions at once in response to stimuli which 
elicit ‘simpler’ reactions in younger people, and they are more accurate at reading 
ambiguous emotions than younger adults (Malatesta and Izard, 1984).
Therefore, there is some evidence of an emotional maturity in older adults which 
implies a more complex reaction to events. Knight (1996) argues that this is because 
new experiences cause the ‘reverberation’ of many memories and associations, of 
varying emotional quality. Therefore, each new experience is filtered through a more 
mature appraisal mechanism. In treating depression , the therapist should be aware that 
new learning is subject to more mixed feelings and a more considered judgment than 
might be the case with a younger patient. Therefore, therapeutic success might be 
longer in coming, but all the more resilient once attained. None of the above evidence 
implies that the process of therapy is compromised by the character structure of older 
people.
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3.3 Transference issues specific to older adult-vounger therapist relationships
Although transference and countertransference are essentially psychoanalytic concepts, 
they have been successfully applied in other therapeutic models of therapy (e.g. 
behaviour therapy; Goldfried and Davidson, 1994). Knight (1996) lists several forms 
of transference relationship as follows:
• the therapist as the patient’s child. In this situation the patient acts towards the 
therapist as if they were one of their own children, who may actually be older 
than the therapist. A common theme is concern about whether the therapist (the 
child) will be there to provide help when needed.
• the therapist as the grandchild, especially with therapists in their 20s or 30s. 
The therapist is often idealised, and commonly, comparisons are made with the 
educational attainments of the therapist and the patient’s grandchild.
• the therapist as spouse at earlier age. The therapist is experienced as the spouse 
when they approximated the therapist’s age. Knight (1992) found that this sort 
of transference often implies that the patient is deciding whether the therapy 
itself is worth attending (corresponding to the ambivalence of the relationship 
with the spouse).
• erotic transference. The idea that older adults are sexual beings is difficult for 
many younger adults, much less that they may have sexual feelings for the 
young (Nemiroff and Colarusso, 1985). The handling of erotic transference in 
therapy needs diplomacy, because the older person may feel that their feelings 
are abnormal. Knight (1996) suggests that the therapist should not miss the
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opportunity to work with the transference, but should not appear surprised or 
shocked.
• the therapist as magical expert or authority figure. Here, the therapist is given 
characteristics of ‘healing’ which they do not have. Placebo effects are 
misinterpreted by the client in such a way as to imply that the therapist has made 
all of the important steps, and the therapist may be seduced by the recognition 
and power conferred through the transference.
A list of countertransference issues is also presented by Knight (1996):
• parental countertransference. The therapist may feel that the patient has 
characteristics which they also saw in their patients. They may become overly 
committed to therapeutic change, become irrationally angry with a patient, or 
feel very wounded by the patient’s questioning of their expertise. The therapist 
can distance herself from these reactions, discuss the feelings with a supervisor, 
or occasionally transfer the patient to another therapist.
• grandparent countertransference. Here, the therapist may feel a basically 
positive emotion towards the patient, who is ‘fuzzily’ perceived, combined with 
the notion that the ‘middle’ generation are interfering in some way, and that the 
patient must be protected. Whilst this may motivate the therapist to form a good 
therapeutic alliance, it can be countertherapeutic if, for example, the patient has 
dementia, psychosis, personality disorder, or has an addiction.
• fears of death, dependency and aging. These issues are presented to the 
psychologist working with older adults on a very personal level. Knight (1996)
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suggests that younger people are conditioned to fear and avoid issues 
surrounding ageing. There is no way to address these issues other than to 
acknowledge them, discuss them in supervision and to ensure that there are 
adequate networks of support in the professional environment.
Transference and countertransference issues require the therapist to develop the skills of 
self-examination. Whilst an analytic model suggests that it is necessary to address 
transference issues directly (e.g. by interpretation), therapists working within other 
models may wish to remain aware of the issues whilst essentially continuing as they 
would with a younger adult.
3.4 Limitations on improvement set bv physical illness and recurrent loss
Older people seeking help in therapy are often struggling with problems which threaten 
their psychological well-being: chronic illness, disability and the death of loved ones. 
Children and grandchildren have their own lives and the older adult may find 
themselves alone for much of the time. Their spouse may have died leaving few 
opportunities for emotional and sexual intimacy. These problems are by no means 
unique to later life, but they are certainly more common in the latter third of life 
(Knight, 1996). In addition, the usual vicissitudes of life still apply, such as 
disappointment in love, family arguments, and failing at tasks we set ourselves. Whilst 
there is no reason to be overly pessimistic about the course of therapy, the therapist 
needs to be realistic about the amount of change which qualifies as success, in the 
context of the patient’s life taken as a whole.
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3.5 Younger people reinforcing depressive attitudes
The folk wisdom which falsely pronounces that (for example) bereavement necessarily 
leads to distress, also states that people get old, lose their loved ones, and are likely to 
become depressed. The evidence fails to support this myth, but this evidence is not 
well known. Younger people may feel that a depressed older adult cannot be helped 
because that it just the way things are. Consequently, they may unwittingly reinforce 
the client’s own dysfunctional assumptions maintaining their depression. It may be 
overt, as with “At your age I suppose there’s not much to be happy about”. More 
commonly, this reinforcement may be subtly present in statements such as “ah well, 
you’re not as young as you used to be”. The therapist needs to probe for the existence 
of such reinforcement and regularly provide challenges to these statements if they are 
found. Educational approaches can be very helpful - for example, telling a patient that 
some studies have shown lower levels of depression in older adults (Myers et al.,
1984).
4. Conclusions
In the above sections there is a somewhat artificial separation of assessment and 
intervention. In fact, those factors relevant to assessment will continue to inform any 
further intervention to ameliorate the depression, and any assessment of a patient has a 
therapeutic effect, if only that the patient can see that a professional believes that they 
have a problem and takes it seriously. With older adults, this acknowledgement of their 
difficulties may be especially meaningful.
Age effects can be divided into two levels; those which are the product of aging itself, 
i.e. are maturational; and those which are due to the fact that people were bom in
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another era. In a sense, working with older people is similar to working with people 
from another gender or culture; one has not been their age, in the same way as one has 
not (in my case) been a woman or been bangladeshi.
It must be concluded, on the basis of the evidence, that there is no reason to believe that 
a psychological intervention cannot alleviate the depression of an older adult.
However, it is clear that there are a number of factors which must be considered. Some 
of these factors are specific to depressed older adults, whilst some factors are important 
in any psychological intervention with older people.
5. References
Abraham, K. (1919). The applicability of psychoanalytic treatment to patients at an 
advanced age. In S. Steury and M. Blank (eds) Readings in Psychotherapy 
with Older People. Washington, DC: Department of Health, republished 1953.
Beck, A.T.; Rush, A.J.; Shaw, B.F. and Emery, G. (1979). Cognitive Therapy of 
Depression. New York: Wiley.
Bengston, V.L.; Reedy, M.N. and Gorden, C. (1985). Aging and self-conceptions: 
Personality processes and social contexts. In J.E. Birren and K.W. Schaie 
(eds) Handbook o f the Psychology o f Aging. New York: Van Nostrand 
Reinhold.
Costa. P.T. and McCrae, R.R. (1988). Personality in Adulthood: A six-year
longitudinal study of self-report and spouse-ratings on the NEO Personality 
Inventory. Journalof Personality and Social Psychology, 5 A, 853-863.
Field, D. and Millsap, R.E. (1991). Personality in advancing old age: continuity or 
change? Journal o f Gerontology and Psychological Sciences, 48, 299-308.
Freud, S. (1905). On psychotherapy. In J. Strachey (ed) The Complete
Psychological Works o f Sigmund Freud, 6, 249-263. London: Hogarth, 
published in English 1953.
79
Gilewski, M.J.; Faberow, N.L.; Gallagher, D. and Thompson, L.W. (1991). 
Interaction of depression and bereavement on mental health in the elderly. 
Psychology and Aging, 6, 67-75.
Goldfried, M.R. and Davison, G. (1994). Clinical Behaviour Therapy (2nd ed). New 
York: Holt and Reinhart.
Gurin, G.; Veroff, J. and Feld, S. (1960). Americans View Their Mental Health.
New York: Basic Books.
Gynther, M.D. (1979). Ageing and personality. In J.N. Butcher (ed) New
Developments in the Use o f the MMPI. Minneapolis: University of Minnesota 
Press.
Hartlage, S.; Alloy, L.B.; Vasquez, C. and Dykman, B. (1993). Automatic and 
effortful processing in depression. Psychological Bulletin, 113, 247-278.
Jung, C.J. (1933). Modern Man in Search o f a Soul. New York: Harcourt Brace 
Jovanovich.
Kaszniak, A.W. (1990). Psychological assessment of the ageing individual. In J.E. 
Birren and K.W. Schaie (eds) Handbook o f the Psychology o f Ageing. San 
Diego, Academic Press.
Knight, B.G. (1996). Psychotherapy with Older Adults. London: Sage.
Knight, B.G. (1992). Older Adults in Psychotherapy: Case Histories. Newbury 
Park, California: Sage.
80
LaRue, A. (1992). Aging and Neuropsychological Assessment. New York: Plenum.
Myers, J.K.; Weissman, M.; Tischler, G.; Holzer, C ; Leaf, P.; Orvaschal, H.;
Anthony, J.; Boyd, J.; Burke, J.; Kramer, M. and Stoltzman, R. (1984). Six 
month prevalence of psychiatric disorders in three communities. Archives o f 
General Psychiatry, 41, 959-967.
Nemiroff, R.A. and Colarusso, C.A. (1985). Adult development and transference. In 
R.A. Nemiroff and C.A. Colarusso (eds) The Race Against Time: 
Psychotherapy and Psychoanalysis in the Second Half o f Life. New York: 
Plenum.
Niederehe, G. (1986). Depression and memory impairment in the aged. In L.W. Poon 
(ed) Handbook for Clinical Memory Assessment o f Older Adults. Washington, 
DC: American Psychological Association.
-Reding, M.; Haycox, J. and Blass, J. (1985). Depression in patients referred to a 
dementia clinic: A three-year prospective study. Archives o f Neurology, 4 2, 
894-896.
Schneider, L.S. (1994). Meta-analysis from a clinician’s perspective. In L.S.
Schneider, C.F. Reynolds, B.D. Lebowitz and A.J. Fnedhoff (eds) Diagnosis 
and Treatment o f Depression in Late Life. Washington, DC: American 
Psychiatric Press.
81
Scogin, F. and McElreath, L. (1994). Efficacy of Psychosocial Treatments for
geriatric depression: A quantitative review. Journal o f Consulting and Clinical 
Psychology, 62, 69-74.
Sloane, R.B.; Staples, F.R. and Schneider, L.S. (1985). Interpersonal therapy versus 
nortriptyline for depression in the elderly. In G.D. Burrows, T.R. Norman and 
L. Dennerstein (eds) Clinical and Pharmacological Studies in Psychiatric 
Disorders. London: John Libbey Press.
Veroff, J.; Kulka, P.A. and Douvan, E. (1981). Mental Health in America. New 
York: Basic Books.
Wortman, C.B. and Silver, R.C. (1989). The myths of coping with loss. Journal of 
Consulting and Clinical Psychology, 5 7, 349-37.
Yesavage, J.A., Brink, T.L., Rose, T.L., Lum, O., Huang, V., Adey, M. & Von 
Leirer, O. (1983). Development and validation of a geriatric Depression 
screening Scale: A preliminary report. Journal o f Psychiatric Research, 17, 1,
. 37-49.
Zelinski, E.M.; Gilewski, M.J. and Thompson, L.W. (1980). Do laboratory memory 
tests relate to everyday forgetting. In L.W. Poon, J.L. Fozard, L.S. Cermak, 
DArenberg and L.W. Thompson (eds) New Directions in Memory and Aging: 
Proceedings of the George A. Tolland Memorial Conference. London: 
Lawrence Erlbaum.
82
“Discuss the contribution tha t clinical neuropsychology can make to the 
assessment of A lzheim er’s Disease.”
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1. Introduction
Alzheimer’s Disease (AD) is not detectable by any single diagnostic marker or set of 
markers, and when it is suspected, the clinician may seek a family history, neurological 
examination, physiological and neuroadiographic studies and laboratory assessments in 
order to rule out other - particularly reversible - conditions. In fact the assessment is 
often not clear-cut, and may be based largely on the clinical judgment of consultants in 
old age psychiatry (McWilliams, 1997). In one study, the diagnostic accuracy of 
physicians using clinical judgment was found, after autopsy of 150 cases, to be 87% 
(Morris et al., 1988). Nevertheless, definitive diagnosis is only possible on the basis 
of autopsy or biopsy, and most diagnosis is qualified as ‘probable’ or ‘possible’.
However, diagnosis of AD continues to draw heavily upon the qualitative and 
quantitative characteristics of neuropsychological assessment (e.g. Filley et al., 1989; 
Morris et al., 1989; Storandt and Hill, 1989). It is possible to make the case for 
essentially psychological assessment of the presence or absence of AD, rather than 
medical diagnosis.
This essay shall examine the contribution of clinical neuropsychology to assessment of 
AD. It will first be necessary to briefly define AD and describe its prevalence, main 
features and factors hypothesised to contribute to etiology. Cognitive features of the 
disorder will then be examined in detail, each feature being followed by some 
discussion of commonly utilised tests which are considered useful in their detection. 
Finally, some discussion of current challenges to neuropsychological assessment of AD 
are presented. It is concluded that clinical neuropsychology has a considerable role in 
the assessment of AD and will continue to do so for the foreseeable future.
2. What is Alzheimer’s Disease?
2.1 Definition
Alzheimer’s Disease is a dementia of the cerebral cortex which is characterised by 
inexorable progressive degeneration of nerve cells, with concomitant progressive global 
deterioration of intellect and personality. It is commonly associated with adults above 
the age of 65, but it is certainly not confined to this age group (Alzheimer’s Disease 
Society [ADS], 1995). The World Health Organisation (WHO: 1992) proposed that 
AD involves chronic progressive decline in memory, the capacity to solve problems, 
and the correct use of social skills, as well as loss of control over emotional reactions. 
However, there is little ‘clouding of consciousness’, and early in the disease 
progression the person may have awareness of their situation.
2.2 Prevalence
More than one-half of all cases of dementia are attributed to AD which may affect 7% of 
persons aged 65 and over in the United States (Gurland and Cross, 1986; Terry and 
Katzman, 1983). In the UK, it has been estimated that 5% of people over 65 years 
suffer AD or multi-infarct dementia (ADS, 1995). AD is more common in women than 
in men (3:1) although this may be a misleading figure, as generally, women tend to live 
longer than men (Gelder, Gath and Mayou, 1983), and increased age increases the 
probability of AD diagnosis (about 20% of those over 80 years suffer dementia; ADS, 
1995). Studies in the United States accounting for this effect reveal that there is no real 
difference in the incidence of AD according to gender (Amaducci, Rocca and 
Schoenberg, 1986; Schoenberg et al., 1987).
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2.3 Neuroanatomv
The neuropathological hallmarks of AD are neurofibrillary tangles and senile plaques. 
The former are tangled bundles of fine fibres within the cell bodies of the same neurons 
which contain aluminium deposits (Khatchaturian, 1985). They are found in clusters 
throughout the brain, particularly in the hippocampal and amygdaloid areas, and in 
specific brain stem nuclei (Berg and Morris, 1990; Hart and Semple, 1990). Tangles 
exist in the brains of most older people, but much more numerously in patients with AD 
(e.g. 39 times as many in the brains of AD sufferers compared to controls, in a study 
by Yamamoto and Hirano, 1985).
Senile plaques are extracellular by-products of cellular degeneration. They increase 
with age in the general population but are more numerous in AD, but they are not 
associated quantitatively with dementia severity. They are most numerous in the 
amygdala.
There is also substantial neuronal loss in AD. The greatest loss is in the temporal lobes 
„ and the brainstem nuclei (Rossor, 1987). Loss of functional synapses in midfrontal to 
lower parietal areas surrounding the temporal lobes was correlated best (r=0.96) with a 
global measure of dementia symptoms, in a study by Terry et al. (1991). This 
patterned loss of cortical function serves to disconnect the temporal lobes from the rest 
of the cerebral cortex, accounting for the prominence of memory disorders in AD 
(Damasio, Hoesen and Hyman, 1990). The prefrontal and parietal areas also become 
disconnected, which may account for the early demise of divided and shifting attention 
skills (Parasuraman and Haxby, 1993). Many studies have also found evidence of 
white matter disturbance and changes characteristic of Parkinson’s disease, which 
challenges the concept of AD as a ‘grey matter’ disease.
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2.4 Etiological Factors
Substantial evidence points to a hereditary contribution to the development of AD, 
especially when the onset is before 70 years (U.S. Congress, 1987; Shalat et al.,
1987). When dementia appears in succeeding generations of a family, it occurs as an 
autosomal dominant trait, with half of the offspring of the affected parent developing it. 
However, only 40-50% of pairs of monozygotic twins both develop the disease 
(Jarvik, 1988). There appears to be a stronger genetic influence in families where onset 
is early. In a study by La Rue et al. (1992), 80% of a sample of relatives (all 50+ 
years) of AD patients with early onset showed significant decline across a test battery, 
over a four-year period. Only 8% of a sample of relatives of late onset patients showed 
such a decline.
A significantly high incidence of history of head trauma is reported in AD by several 
studies (Amaducci et al., 1992; Heyman et al., 1984; Mortimer et al., 1985). The 
United States Congress (1987) noted that many features of the ‘punch-drunk’ 
syndrome of boxers are shared with AD, and that similar features are also shown on 
autopsy. The breakdown of the blood-brain barrier associated with concussion may 
give noxious viruses and toxins access to brain tissue (Mortimer and Pirozzolo, 1985).
Neurotoxins have been implicated in AD following the discovery of occupational 
diseases where workers are exposed to organic solvents (e.g. paints) and emissions 
(Freed and Kandel, 1988). Furthermore, the accumulation of metals in brain tissue has 
been found to be extensive in many AD patients, especially aluminium (Amaducci et al., 
1992; Khatchaturian, 1985). Possibly, genetic susceptibility to accumulation of metal 
deposits could account for the absence of these deposits in people who do not develop 
AD (Schwartz et al., 1988).
37
3. Cognitive features of AD and appropriate tests
3.1 Memory and Learning
Early in the course, patients with AD present a variety of memory problems. Many, but 
not all testable patients (mild to moderately demented), have impaired primary memory 
(holding information up to 30 seconds) or working memory (Becker, 1988; Sullivan et 
al., 1986; Wilson et al., 1989). These deficits compromise learning (secondary 
memory) which can only proceed on reduced information. Patients show increasingly 
lowered rates of acquisition of new information, whether on rote learning tasks or in 
remembering ongoing events and experiences, until the learning capacity is lost 
(Grafman et al., 1990; Lawlor et al., 1990; Martin et al., 1985). This leads to the 
temporal disorientation and failure to know what is currently happening, which is 
highly distressing to family members and in the early stages, to the sufferer themselves. 
Spatial orientation may remain intact for months or even years (O’Donnell et al., 1988).
Most studies of the memory-learning defect in AD have focussed on verbal memory 
tasks, on which patients perform poorly (Brouwers et al., 1984; Brandt et al., 1988; 
Butters et al., 1987; Delis et al., 1991), but there are also impairments in visual memoiy 
tasks (Eslinger and Damasio, 1986; Martin et al., 1985; Moss et al., 1986).
Responses typically involve as many intrusions (recalled items not related to the test 
material) as correct answers (Kramer et al., 1988). Becker (1988) points out that 
encoding of new material, where preserved to some extent, is also faulty; so comprising 
a ‘double learning deficit’.
Long-term storage of memories is also implicated. Recognition of stimuli is often much
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better preserved than the ability to retrieve memories, which appears especially poor. 
Nevertheless, patients with AD discriminate poorly between target items and distracters 
on recognition tasks, which is a “positive response bias” (Deweer et al., 1993). Older 
memories tend to be more available than newer ones, which implies a temporal gradient 
in memory which affects both personal history and publicly available information 
(Nebes, 1992; Kopelman, 1989).
Prospective memory - remembering to remember - deteriorates more rapidly than any 
other function and is apparent very early in the course of AD (Huppert and Beardsall, 
1993). Forgetting further compromises the defective learning process. Rapid 
forgetting occurs in short-term memory as measured by span length or very short-term 
recall following interference (Dannenbaum et al., 1988).
Testing the memory deficits. There are several test batteries which allow extensive 
assessment of the memory impairments typically seen in AD. Lezak (1995) suggests 
that a memory examination should cover span o f immediate retention', very short-term 
retention with interference; learning, in terms of extent of recent memory, learning 
- capacity, and how well newly learned material is retained; and efficiency o f retrieval of 
both recently-learned and long-stored material.
An example of a test battery which encapsulates these memory functions is the Adult 
Memory and Information Processing Battery (AMIPB; Coughlan and Hollows, 1985). 
It includes immediate and delayed recall tasks, and list / pattern learning tasks. There 
are equivalent visual (including a complex figure) and verbal tasks, and the number of 
intrusions (both visual and verbal) are recorded. Learning capacity is tested by the 
inclusion of repeated trials on the list and pattern learning tasks, and retention is tested 
by the inclusion of a time-delayed repeat trial.
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There are several strengths of the AMIPB. Data on parallel forms of the test are 
presented. Age-banded norms based on a British sample are included, and there are 
timed information-processing tasks for comparing to memory (attention, consciousness 
and speed of processing are involved in the information-processing tasks, but they are 
relatively independent of memory and reasoning). In AD, one might expect early-stage 
dementia to present as impaired memory but relatively intact information-processing on 
the AMIPB. Limitations of the batteiy include a lack of norms for people over 75, and 
relatively small standardisation samples in those from 61-75 years (n=45 and n=44 for 
each form).
It is impossible to list the large number of memory tests available to the clinician 
assessing AD. For example, the Wechsler Memory Scales (WMS) are widely used.
The reader is referred to Lezak (1995) for a compendium of memory tests.
3.2 Sensorimotor Impairments
v Except in the very late stages of AD, motor system disorders are not common (Adams, 
1984), but there are deficits in olfactory acuity as measured by recognition (Doty,
Reyes and Gregor, 1987). Visuoperceptual deficits are common (Cogan, 1985; 
Eslinger and Benton, 1983). Severity of these varies greatly between patients although 
they do increase in severity over time (Cogan, 1985).
It is unlikely that the assessment of olfactory impairments is necessary in the clinical 
context, except to note informally as relevant information. However, visuoperceptual 
impairments are often apparent on tests requiring visual discrimination, analysis, spatial 
judgments and perceptual organisation. Because these impairments tend to come late in
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the progression of AD, they are unlikely to be the focus of the neuropsychologist’s 
assessment.
3.3 Attention and ‘mental shifting’
Attention problems are part of the clinical picture of AD, but not all patients are affected, 
particularly in the early stages (Martin, 1990). Impairments in all aspects of attention 
have been reported, however, including the ability to focus and shift attention (e.g. 
Freed at al., 1989; Mohr et al., 1990; Nebes and Brady, 1989), and slowed choice 
reaction times (Nestor et al., 1991).
Therefore, a test of immediate verbal recall, such as Digit Span from the Wechsler 
Intelligence Scales, might not show impaired functioning until relatively late in the 
progression of the dementia. Digit Span (forward) requires the patient to attend to a list 
of digits which the examiner reads aloud at a rate of one per second.
Parasuraman and Haxby (1993) suggest that deficits in dividing and shifting attention 
- may be the earliest indicators of cerebral dysfunction, with relative preservation of 
visual and verbal attention span until the later stages. In practical terms this can be seen 
in increased social dependency and deteriorating social habits. A test of ‘mental 
shifting’ ability which has been applied to AD is the Modified Wisconsin Card Sorting 
Test (MCST: Nelson, 1976). In this test, the patient is asked to sort cards into piles 
according to certain rules (shape, colour or number of shapes on the cards). The rule 
changes after six correct answers and the patient must change mode of response. A 
particular strength of the MCST is that age effects are not prevalent until the 80s and so 
poor performance in the 60s or 70s is likely to indicate organicity.
91
Using a prospective design, Bondi et al. (1993) compared the performance of 87 people 
with varying severities of AD to 75 age-matched controls. It was found that 
independent of severity, all patients with AD made significantly more perseverative 
errors than controls (i.e. could not shift strategies). The authors noted that the patients 
appeared not to attend to the new information presented. Their results are consistent 
with Parasuraman and Haxby's (1993) hypothesis; however, the test actually involves 
many cognitive functions apart from attention. In particular, it requires the ability to 
form fresh concepts in the face of new stimuli, which might be expected to be 
compromised in a cortical dementia.
3.4 Verbal Functioning
Eventually all patients with AD lose quality, quantity and meaningfulness in their 
speech, although the course may differ between patients. The loss of semantic 
connections between verbal concepts is apparent on many levels, e.g. word generation 
to letters (“name as many words as you can beginning with ‘F’”), and sorting of words 
into semantic categories (e.g. “name as many things as you can in a supermarket”)
 ^(Bayles et al., 1989). Furthermore, the memory impairments do not allow the patient to 
improve their performance by having cues around them (Randolph et al., 1993).
The basis of poor semantic connections between verbal concepts need not be loss of the 
neurones holding the knowledge. The patient may ‘know’ something, but have 
tremendous difficulty in gaining access to it, and making decisions about its use 
(Nebes, 1992).
A test of semantic verbal associations is the ‘verbal fluency test’ or FAS test. This test 
is so informal that it is not traced to a particular author, although Benton and Hamsher
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(1989) and Spreen and Strauss (1991) have used it extensively. The patient is asked to 
say as many words as they can within a given time (e.g. 1 minute) beginning with a 
particular letter (usually F, A and S). Norms are available and people with AD perform 
poorly. However, this test does not distinguish older patients with dementia from those 
who are depressed (Hart et al., 1988), and if the question is “dementia or pseudo­
dementia”, the test is uninformative.
The FAS test can be compared to performances on the National Adult Reading Test 
(NART-R UK; Nelson, 1982), in which the patient is asked to read out a list or words 
placed before them. The NART provides an estimate of premorbid IQ, on the basis that 
reading ability is relatively preserved (Nelson and O’Connell, 1978), which can be 
taken into consideration when estimating the overall decline of intellectual functioning. 
However, Beardsall and Huppart (1997) have recently found that the NART 
underestimates the premorbid IQ of patients with dementia relative to the Cambridge 
Contextual Reading Test (CCRT; Beardsall and Huppart, 1994). Both tests require the 
patient to read aloud, which will affect the performance of patients who are dysphasic 
or who have difficulty with articulation. Therefore, the estimation of premorbid IQ on 
the basis of reading ability is a limited procedure.
At a ‘higher’ level the degradation of semantic knowledge in AD underlies a loss of the 
ability to abstract and view oneself as if one were another person (Irigaray, 1973). In 
fact reasoning and thinking declines markedly in quality and effects a loss of the 
original personality, which some carers may experience as the ‘death’ of their loved 
one.
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3.5 Visuospatial Functions
These functions are also impaired. For example, patients with AD may be especially 
inattentive to one side, to the extent that they resemble patients with severe right-sided 
brain trauma (Freedman and Dexter, 1991). Patients who get lost, wander aimlessly, 
or no longer recognise familiar surroundings are also likely to draw poorly (Henderson 
et al., 1989). They may not be able to read a map, and the ability to construct designs 
from pictures is also poor, as seen on the Block Design Test (Beatty and Bernstein, 
1989; Zee, 1993; Brandt et al., 1989).
The AMIPB complex figures test includes a ‘copy’ condition which is for comparison 
with the immediate and delayed recall conditions. If all of these are relatively poor, this 
is consistent with a visuospatial impairment. The Mini-Mental State Examination, a 
brief screening instrument for dementia (Folstein, Folstein and McHugh, 1975) asks 
the patient to copy an unfamiliar design. The performance of patients with AD is often 
‘defective’ on relatively simple tasks such as clock drawing (Gainotti et al., 1980).
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4. The Assessment by the Clinical Neuropsychologist
The assessment of AD may include the following functions and tests:
• Memory e.g. the AMIPB
• Sensorimotor Impairments
• Attention vs. Mental Shift e.g. Digit Span vs. MCST
• Verbal Fluency
• Reading
e.g. FAS Test
e.g. NART-R UK (preservation expected)
• Visuospatial Functions e.g. Block Design Test, subtests of AMIPB
In fact, sensorimotor impairments are often evident in tests of visuospatial functions, 
and the inability to shift cognitive set on card-sorting is as much about reasoning and 
concept formation as about attention. Nonetheless, in a typical patient with suspected 
AD one could expect poor verbal and visual memory functioning, a high proportion of 
perseverative responses and few successful category shifts on card-sorting, poor verbal 
fluency and poor constructional ability. A contrasting premorbid IQ which is relatively 
m high strengthens the case for AD.
5. Limitations of Neuropsychological Assessment of AD
Even if a neuropsychological assessment is relatively straightforward (many are not) 
and is consistent with AD, the conclusion must still be that it is ‘probable’. This is 
because the reliability and validity of diagnostic indicators is wanting. A referring 
physician may receive a neuropsychologist’s report which merely agrees with his own 
assessment (e.g. with the Mini-Mental State Exam) in that AD is ‘probable’. 
Nevertheless, a positive neuropsychological assessment is further evidence that his
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opinion was correct, which may lead to a more candid and frank discussion of the 
diagnosis with the carer (McWilliams, 1997).
As was mentioned above, a further problem is the estimation of premorbid IQ. Poor 
performances on tests of memory, concept formation etc. are to be expected if the 
person has always had an IQ which places them in the learning disabled or borderline 
range (e.g. Van den Broek et al., 1993). In addition, AD tends to affect many cerebral 
functions and many patients have problems with speaking. They may well produce 
premorbid IQ estimates which are inaccurate. It is possible to address this by 
considering educational history, type of employment in the past, and the opinion of the 
patient’s close relatives.
When testing, it is always important to have normative data which is based on the 
patient’s own age group. Unfortunately this is not always the case, especially for those 
over 75 years.
Furthermore, there is no single guide for predicting the course of AD. However, 
O’Donnell et al. (1990) found that the Digit Symbol test (a test of visuomotor speed and 
accuracy) in combination with a rating of psychosocial dysfunction is a significant 
predictor of the length of remaining life. Other factors, such as psychiatric disorder in 
the past, or pre-existing extrapyramidal symptoms, also predict early decline (Stem et 
al., 1990), but these findings are unsurprising as they suggest other forms of brain 
dysfunction and an additive statistical effect is to be expected (Lezak, 1995).
The neuropsychological assessment also provides no direction for therapeutic 
interventions. It is purely an aid to diagnostic assessment, except insofar as it may 
facilitate the introduction of carers to psychological services, which they may use
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themselves to ameliorate the stress of caring. Should the therapeutic drug (Aricept) 
become available on proving to be effective in trials going on concurrently, then early 
diagnosis will become an imperative, and we can expect the number of requests for 
neuropsychological assessment to increase.
6. Conclusions
The role of clinical neuropsychology in the assessment of AD is considerable, and is 
likely to remain so, particularly if new medical treatments are effective in the early 
stages of the disease process. Many medical assessment procedures, such as 
topographical analysis of brain scan data, are too variable to be useful in assessment 
(Kaszniak et al., 1979).
There are many aspects to neuropsychological dysfunction which accompanies AD. It 
is important to gain an appreciation of the range of impairments from which people 
suffer when choosing which tests to administer. In this essay a ‘mini-batteiy’ has been 
proposed which would suffice in a majority of cases referred, although this would not 
- always be the case.
There remain a number of shortcomings to neuropsychological assessment of AD, 
including an inability be sure of the diagnosis until autopsy, problems in tests of 
premorbid IQ, the fact that some tests examine several cognitive functions at once, a 
lack of norms for older adults in some tests, and the lack of a current medical or 
psychological treatment to follow the assessment. However, a neuropsychological test 
in combination with a rating of psychosocial dysfunction is the best predictor of course 
to date.
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Nevertheless, the above shortcomings do not diminish the importance of clinical 
neuropsychology in the assessment of AD, and with the advent of possible drug 
therapies, the demand for early and accurate assessment of AD is likely to result in more 
requests for clinical neuropsychology involvement. As Holden (1995) points out, the 
patient with AD deserves to have their abnormal behaviour explained to others in terms 
of their disease as this will maintain their dignity in others’ eyes.
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Part two: Clinical Dossier
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1. Summary of Clinical Experience
1.1 Adult Mental Health Supervisor: Paul Devonshire
Location: Chichester
In my Adult Mental Health placement I was exposed to a range of psychological 
problems including anxiety, depression and adjustment following bereavement. I also 
undertook work with patients with eating disorders, and those with anger control 
problems. A patient presented with psychosexual dysfunction linked to relationship 
problems, and one patient’s presentation suggested the possibility of personality issues, 
culminating in a referral to psychiatry.
A particular feature of this placement was exposure to psychometric assessment and 
people with psychiatric problems who may have received a diagnosis of psychotic 
illness. It became apparent that the dividing line between psychological and psychiatric 
problems is somewhat arbitrary and that a clinical psychologist may work with a broad 
range of patients. A teaching session to the psychology department was carried out.
1.2 People with Learning Disabilities Supervisor: Tessa Lippold
Location: Aldershot
In this placement I gained experience with people with learning disabilities (and their 
carers) who were between the ages of 15 and 52. Problems included verbal and 
physical aggression, anxiety, agoraphobia, sexual issues, self-injury, and obsessive- 
compulsive behaviour. Some work was completed in the identification of specific 
learning difficulties, and the assessment of social functioning and living skills. The 
long-term nature of this work was noted, and it was clear that complex formulation is 
often necessary in this specialty. The needs, experience and expertise of carers were 
also apparent.
This work was mainly carried out in the community although there was some group 
work with staff in a specialist challenging behaviour day placement, to deal with issues 
brought up in their work, e.g. the psychological effects of being attacked by a client, 
loss when a client leaves. Individual work also took place in residential and day
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placements, especially where a ‘naturalistic’ assessment of problem behaviour was 
necessary.
On this placement I tried to develop competence in the behavioural approach to 
psychological problems. A teaching session to staff in a residential home was carried 
out.
1.3 Children, Adolescents and Families Supervisor: Bruce Holroyd
Location: Chertsey
My placement with children, adolescents and families involved patients between three 
and 17 years of age. The range of problems included family relationship difficulties, 
phobia, eating disorders, depression, bereavement, non-compliance, encopresis, sleep 
disturbance, and school refusal. I also gained experience in neurodevelopmental 
conditions such as Tourette’s syndrome, Asperger syndrome, autism, and children with 
attentional problems.
This work was mainly carried out in a child psychiatric clinic, but there were also visits 
to schools (special and mainstream) and some sessions in the local Department of 
Paediatric Medicine. There was also a group for parents of children with developmental 
abnormalities and secondary challenging behaviour. A presentation to the team was 
carried out.
This placement was valuable to my training, in that it demonstrated the possibilities 
available when working as a highly integrated multi-disciplinary teams. The expertise 
of the psychiatrist, specialist social workers and psychotherapists was a valuable 
resource.
1.4 The Psychology of Pain Supervisor: Hilary Rankin
Location: Sutton
The first specialist placement was in the psychology of pain. This placement involved 
extensive experience of group work both in the active and observer roles. Group 
members had chronic low back pain (18-65 years old). A number of individual patients
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were also seen between the ages of 35 and 83 years. The work was completed within a 
multidisciplinary team consisting of nurse, psychologists (2), physiotherapist and 
consultant anaesthetist.
This work gave me a thorough grounding in (1) cognitive behaviour therapy and (2) the 
physiology and psychology of pain. There was much exposure to medical practice, 
including medication reviews, attendance at day surgeries, work with the palliative care 
team, and experience of specialist nursing in the field of acute and chronic pain 
management. A teaching session on the role of a psychologist was carried out with 
medical students.
3.5 Older Adults Supervisor: Catherine Dooley
Location: Kingston
My older adult placement involved work with people aged 67-90 years. Problems 
included anxiety, staff misunderstanding or abuse of patients, management of anxiety 
complicated by physical breathing difficulties, severe depression, obsessive-compulsive 
behaviour and challenging behaviour in patients with severe dementia.
This work took place in patient’s homes, residential homes in the private and public 
sector, in day placements, and in a hospital for older adults with severe cognitive 
decline and physical health needs. There was extensive exposure to people who have 
had vascular disorders.
This placement involved work with other psychologists, nurses, psychiatrists and 
social workers. The placement demonstrated to me that even late in life there is often 
much to be gained from psychological assessment and intervention. I am especially 
grateful to the supervisor in this placement as she provided excellent motivation and 
expertise to aid my development of complex formulation skills and integration of 
psychological theories. In this regard the placement was highly successful in my view 
and will influence my future work on many levels.
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1.6 Clinical Neuropsychology Supervisor: Annette Schwartz
Location: Wimbledon
My second specialist placement was in neuropsychology and involved work with 
children and adults (all ages at or above 6 years). Extensive exposure to psychometric 
assessment was provided. Patients’ areas of difficulty included intellectual decline, 
memory problems, executive functioning impairments, language problems, toxic 
conditions, movement disorders, impaired attention, slow speed of processing, 
perceptual problems and mood disorders. I was exposed to a range of medical 
diagnoses and exposure to patients with a wide range of neurological conditions was 
gained.
Multidisciplinary experience was gained with physiotherapists, occupational therapists, 
speech and language therapists, neurosurgeons, neurologists, nursing staff specialising 
in neurology and neurosurgery, and specialist social workers. There was also exposure 
to rehabilitation settings, and two treatment cases (where a patient was traumatised by 
her experience of surgery, and to help a man who suffered a stroke to develop strategies 
to inhibit shouting).
This placement was an excellent culmination of training as I eventually hope to work in 
the field of physical rehabilitation, and awareness of neuropsychological issues will be 
extremely helpful in this regard.
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2. Copies of placement contracts
CHICHESTER PRIORITY CARE SERVICES NHS TRUST
Placement contract - Allan Skelly 
Adult Mental Core Placement 
Supervisor - Paul Devonshire
Aims of placement - To enable the supervisee to reach at least 
the 'expected level', and, if possible, an 'above expected 
level' rating at the final evaluation of the placement.
To complement the overall course philosophy and model of 
training.
To link the academic teaching provided by the university to 
clinical practice.
To facilitate the development of competencies in the 
practice of clinical psychology'.
To nurture a sense of self-confidence to operate as an 
independent practitioner in an appropiate manner.
Objectives - To be exposed to as many aspects of work in the 
context of adult mental health as possible. This will be 
either in the passive observer role or through active 
participation.
To gain competence in a range of assessment methods. This 
will include interviewing, rating scales, observational 
methods, neuropsychological tests, projective techniques 
and psychometric methods. This will be via the graduated 
exposure to the administration and scoring/analysis of such 
approaches to assessment. In particular there will be 
exposure to certain psychometric assessment techniques of 
cognitive functioning, namely the WAIS-R, NART, Progressive 
Matrices, Mill Hill, Quick Test, Wechsler Memory Scale- 
Revised, Adult Memory and Information Processing Battery, 
Trail Making Test, Modified Card Sorting Test, Verbal 
Fluency Test.
To gain competence in the formulation of psychological 
problems using a variety of models.
To administer treatment approaches, viz relaxation 
training, systematic desensitisation, graduated exposure, 
cognitive therapy and anger management.
To establish good clerical and documenting habits.
To visit facilities relating to mental health both on the 
hospital campus and in the community, viz Industrial 
Therapy, Pack-IT, the Activity Centre, Allen House and rest 
homes.
To spend time 'shadowing7 other professionals in the 
multidisciplinary team, viz social workers, OTs, CPNs.
116
To make at least one formal presentation to a group.
To devise and where possible complete a service-related 
project.
To attend meetings of the department and where possible 
others involving professional staff.
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N O R T H  D O W N S  
C OM MU N IT Y  HEALTH
NORTH DOWNS COMMUNITY NHS TRUST 
36B REDAN ROAD, ALDERSHOT, GU12 4SR
LEARNING DISABILITIES CORE PLACEMENT
TRAINING CONTRACT : ALLAN SKELLY 
(Supervisor - Tessa Lippold)
PRIMARY AIMS OF THE PLACEMENT
1 To develop a range of assessment and clinical skills and knowledge of 
service systems in working with people with learning disabilities and their 
carers.
2 To be familiar with and use formal and informal assessment procedures 
appropriately with this client group, in both individual work and in work 
with carers and families.
SECONDARY AIMS OF THE PLACEMENT
1 To understand the different roles of other professionals working within
the service, particularly other members of the Community Learning 
Disability Team.
2 To understand the "systems" aspects of service delivery and
development
3 To develop observational techniques, information gathering,
interpretation, reporting and evaluation skills.
4 To understand the role and organisation of clinical psychology at
departmental, Trust and Regional levels.
5 To become familiar with the network of service facilities available for
people with learning disabilities within North Downs.
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A n  HII-IÇ T r n c t
RECOMMENDATIONS FOR THE PLACEMENT
1 The trainee should see in the region of 10 clients over the duration of
the placement This would include clients seen only for assessment and 
indirect work with carers. Where group work is undertaken, this will be 
taken into account
2 The trainee should see clients from a range of ability levels, including
mild and severe learning disability, and profound and multiple disability.
3 The majority of the following areas should be covered during the
placement
skills teaching
challenging behaviour (both from an individual and 
service system perspective)
• sexuality issues eg relationships, sex education, sexual abuse 
bereavement and loss
interpersonal skills eg assertiveness, anger management
• the application of psychological models and clinical skills 
across specialities
• client placement issues
4 The trainee should work with at least two clients where the main focus
is direct 1:1 client work and at least two clients who have a high level of 
language.
5 The trainee should have knowledge of a range of therapeutic
approaches eg Gentle Teaching, Personal Construct Theory RET, other 
psychotherapeutic approaches etc.
6 Trainee should have knowledge or organisational issues:
interface with mental health services
• service to carers
interface between social service and education etc.
• Community Care Act
• Education Act
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Statutory Responsibilities
• Childrens Act
7 Trainee should have knowledge of the key practical and organisational
issues related to resettling people with learning disabilities from hospital 
to community settings.
THESE AIMS/RECOMMENDATIONS WILL BE ACHIEVED BY:
1 Experience working with the following client groups:
• adult with a mild learning disability
adult with a severe learning disability
adult with a profound learning disability
child or adolescent with learning disability 
(max 2 clients)
2 Participating in running a group for clients with a mild learning disability
3 Experience of formal assessment procedures used to measure:
general intelligence eg WAIS-R, Leiter 
skills eg HALO, ABS
basis for teaching programmes eg Bereweeke, Portage
sensory loss, physical handicap, language disorder 
eg Leiter, Learning to Leam, Piagetian approaches
• Needs eg IPP/Life Planning System
4 Experience of other information gathering, analysis and evaluation:
audio tapes of client contact
data gathering and analysis related to behavioural approaches
5 Planning and carrying out behavioural programmes by direct 
intervention to:
increase skills (minimum 1 client)
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• decrease problem behaviour (minimum 1 client)
6 Planning and carrying out a behavioural programme through other
agencies eg parents, staff.
7 Working with Community Nurse (joint working, input to groups).
8 Becoming familiar with one Portage Scheme.
9 Attendance at CLDT Business Meetings and Allocation/Referral 
Meetings where possible, and at least one PLD Service Development 
Meeting.
10 Visits to residential and day care facilities as follows:
Hospital: Northfield - including sensory suite 
Social Services Resource Centre 
Group Home 
School/Nursery
• Community based Day Services
11 Liaison with the following professionals as appropriate:
Ward/Community Based Nurses/Care Staff in Homes 
Speech Therapist 
Physiotherapist 
Doctor (Psychiatrist)
Social Worker 
Day Centre Staff 
Educational Psychologist 
Occupational Therapist
Voluntary Agencies eg Mencap, Cheshire Homes 
Teachers
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12 Attendance at least one meeting of Learning Disability Special Interest 
Group.
13 Attendance (when possible) at local Psychology Learning Disability 
Specialty Meeting participating in taking Minutes.
14 Direct observation of supervisors, and opportunity to be observed by 
supervisors.
15 Undertaking suggested reading linked to clinical work (0.5 day/week).
16 Research day (1 day/week).
17 Study Leave (preceding submission date of PLD course work - 4 days 
total).
SUPERVISION
Formal supervision at least 1 % hours per week, plus informal supervision as required.
ALLAN SKELLY
Clinical Psychologist in Training
TESSA LIPPOLD 
Supervisor
10 June 1996
tkonae/jg
PLACEMENT CONTRACT
Setting: Department of Child and Family Psychological Medicine
St Peter's Hospital
Trainee: Dr Allan Skelly
Supervisor Bruce Holroyd, Chartered Clinical Psychologist
Date of start of placement: Wednesday 2nd October 1996
Date of end of placement: Friday 21st March 1997
Date of mid-placement review: Thursday 9th January 1997
PLACEMENT
This is a core child, adolescent and family placement. The Department of Child 
and Family Psychological Medicine is a multi-disciplinary service based in a 
General Hospital with small outreach clinics. The service sees children and 
adolescents from birth up to 18 years old, and their families or carers. There is 
extensive liaison and communication with other agencies, including Social Serv­
ices, Education and Health Visitors. A full range of problems is seen within the 
Department, but there is only a very limited in-patient service. The Clinical 
Psychologists in the Team also provide undisciplinary Paediatric Psychology 
Clinics and have input to the Hospital Child Development Nursery.
AIMS OF PLACEMENT
1. Experience of working within a multi-disciplinary child and adolescent 
mental health service.
2. Understanding of a Clinical Psychologist's role within a multi-disciplinary 
team.
3. Understanding of child protection issues and awareness of the relevant 
literature.
4. Experience in a Paediatric Psychology setting.
5. Direct and indirect experience of working with a range of clients with 
various presenting problems, ages and backgrounds.
6. Psychometric assessment of at least two children.
7. Experience of working with several models including systemic and beha­
vioural.
METHOD OF ACHIEVING AIMS
1. Observation of supervisor and multi-disciplinary colleagues.
2. Contact with clients, carers and relevant professionals.
3. Involvement in departmental meetings, seminars, service development 
meetings, etc.
4. Visits to other settings, eg. schools, child development nursery
5. Reading
ADDITIONAL EXPERIENCES
1. Involvement in the Department's Deliberate Self Harm service.
2. Participation in Department Team Day which focuses on team dynamics 
and service issues.
3. Involvement in teaching.
4. Possible small-scale research project on placement.
REPORTS OF CLINICAL ACTIVITY
Completion of reports and records of activity as required by placement setting 
and course.
SUPERVISION
Formal supervision will be V/z hours per week, usually Fridays 2.30-4.00pm. 
TIMETABLE
Three days per week on placement, with one day every two weeks reserved for 
clinical study time (usually Wednesday, Thursday and Friday).
Based at St Peter's Hospital.
Occasional Wednesdays at Kingston & District Psychology Department bases.
Date 
Date .
PC.BH.jm
Trainee
Supervisor
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CLINICAL PLACEMENT IN PAIN MANAGEMENT
PLACEMENT CONTRACT
Psychologist in clinical training: Allan Skelly 
Clinical Supervisor: Hilary Rankin.
Placement dates: 16th April 1997 - September 1997.
I. PLACEMENT OBJECTIVES
1. To gain experience in the clinical assessment and psychological management of a range of 
chronic pain problems with outpatients referred by pain clinic.
2. To develop competence in the application of a cognitive-behavioural approach to chronic 
pain problems.
3. To be able to select appropriate measures for evaluating outcome of treatment of chronic 
pain, administer them and interpret the results.
4. To gain an awareness of how clinical psychology input relates to other services for people 
with chronic pain by observing and discussing other clinicians’ work.
5. To participate in the planning, running and evaluation of a pain management programme for 
people with chronic pain.
6. To develop competence in the design and application of project-based work in pain and 
palliative care and the potential roles of a clinical psychologist in these areas.
SPECIFIC OBJECTIVES
1. To take on a minimum of 4 cases of chronic pain for cognitive-behavioural treatment.
2. To sit in on clinical psychologists’ treatment sessions with chronic pain.
3. To observe and be observed carrying out clinical assessments with chronic pain patients.
4. If the opportunity arises, to observe consultant anaesthetists’ work in day surgery and 
outpatients clinic for people with chronic pain.
5. To spend a morning with the acute pain team and the palliative care observing their work.
6. To attend C.O.P.E. meetings.
7. To attend and participate in running pain management programmes where appropriate.
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8. To be familiar with and use assessment measures for chronic pain, including:
• pain ratings
• a scale measuring disability
• a measure of pain locus of control
• a measure of cognitive coping
• a measure of depression and anxiety
9. To read literature on psychological management of pain provided by supervisor.
10. To provide written reports on clinical assessments and therapeutic interventions with 
chronic pain patients.
11. To design, carry out and write up a small project assessing the impact of a leaflet on coping 
strategies for patients attending an outpatient pain clinic.
H. GENERAL
I. Through experience on placement and discussion in supervision to develop an awareness of 
the variety of potential roles for clinical psychologists working in general medicine and issues 
relating to these roles. _
2. To be competent in applying a theoretical cognitive-behavioural model in practice with 
individual cases through work with people with chronic pain.
3. To be able to integrate different theoretical models to enhance understanding and treatment 
of people with chronic pain, eg. psychodynamic grief therapy.
Hilary Rankin
Chartered Clinical Psychologist
Allan Skelly
Psychologist in Clinical Training
a:(5)paincont 08.05.97
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KINGSTON & DISTRICT COMMUNITY NHS TRUST
DEPARTMENT OF CLINICAL PSYCHOLOGY 
CORE PLACEMENT - SERVICES TO OLDER ADULTS
CONTRACT FOR: Allan Skelly, Clinical Psychologist in Training, Surrey University
AIMS
• To gain an overview of the services available for Older Adults in Kingston and District 
and an understanding of how these fit together to form an organisation.
• To gain an understanding of the role of the Clinical Psychologist providing services for 
older adults and how this differs from other professions. .
• To have experience of working in a variety of work settings, with a range of client 
groups and problems and to develop skills and approaches when carrying out 
interventions e.g. networking, liaising with other professionals, family therapy, martial 
work, behaviour modification, personal construct theory, bereavement counselling etc.
• To undertake some area of service development/project work/training.
OBJECTIVES
1. To carry out assessment and intervention with approximately ten clients with 
functional and organic conditions including:-
la. DIRECT WORK with clients and families in outpatient/community settings
including problems of anxiety, depression, bereavement, adjustment to disability, 
health issues and carers issues.
lb. INDIRECT WORK with clients and staff including dementia care in inpatient or
residential settings, networking - e.g. setting up a care package for a client at the 
Oak Day Hospital.
2. To become familiar with different settings - e.g.:
• Oak Day Hospital
• Wards for Older Adults with mental health problems at Tolworth Acacia Unit.
• Wards for Older Adults with physical health problems at Tolworth Hospital.
• Social Services Residential Homes, e.g. Ne went House, Murray House.
• Private and Voluntary Residential Homes.
South Place.
[trainees\concore3.doc]
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3. To spend time with a Consultant Psychiatrist, Social Worker and CPN both in 
client meetings and if possible in individual client work.
4. To meet Managers within EMI Service and Elderly Community Service.
5. To run a reminiscence group for older adults (SW).
6. To carry out neuropsychological assessment specifically pertaining to older adults, 
e.g. MEAMS.
7. To attend meetings and seminars in the Psychology Department and other meetings 
within services for older adults.
8. To carry out staff teaching at Hobkirk House - aspects of dementia.
9. To carry out a research project into self-concept of people experiencing stroke, 
supervised jointly by Catherine Dooley and Anna Iwnicki.
10. To have 1.5 hours of supervision on a weekly basis.
11. To have 1 hour joint psychotherapeutic supervision per fortnight.
12. To have one session of study time per week.
13. To have individual client work of at least one patient audiotaped and monitored by
Catherine Dooley.
14. To further develop communication skills.
15. To develop coherent service delivery packages for particular clients.
16. To develop skills of integrating different models into formulations.
[trainees\concore3 .doc]
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ANNETTE SCHWARTZ 
CHARTERED CLINICAL PSYCHOLOGIST
Department of Clinical Neuropsychology 
Atkinson Morley’s Hospital 
Wolfson Medical Rehabilitation Centre 
Copse Hill 
Wimbledon, London SW20 ONE
Neuropsychology Specialism Placement
Name of Trainee: Allan Skelly
Training Course: University of Surrey
Dates of Placement: 22 April 1998 to 24 September 1998
The aforementioned placement
The trainee will be able to assess a wide variety of neurological and neurosurgical patients 
to the expected standard. They will be able to select tests, interpret them and be able to 
collate results in a neuropsychological report. They will also be able to formulate a 
neuropsychological opinion. The trainee will develop some understanding of follow-up 
and rehabilitation issues. There will be the opportunity to cany out clinical research.
The trainee will also have developed some understanding of the role of the many other 
professionals working in this field, and how the role of the psychologist fits with these 
other professionals.
Methods
The trainee will become familiar with a wide range of tests. The minimum expected is 
evident from a list provided.
It is expected that the trainee will see at least one patient from an ethnic minority.
It is expected that the trainee will see at least one patient with suspected dementia, CVA, 
head injury, brain tumour, and a progressive neurological disease, e.g. multiple sclerosis.
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The trainee will see at least one in-patient and at least one out-patient. It is hoped that the 
trainee will be able to undertake at least one child neuropsychological assessment.
It is hoped that the trainee will be able to undertake some clinical research during the 
placement.
Supervision
The trainee will be able to observe the supervisor carrying out at least one 
neuropsychological assessment.
The trainee will be observed by the supervisor carrying out at least one 
neuropsychological assessment.
The trainee will be expected to complete an induction programme.
The trainee will be expected to dress appropriately and to work the equivalent of a 37 
hour wte week.
The trainee will receive two hours per week supervision for the first part of the placement.
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3. Summaries of case reports
3.1 Adult Mental Health Placement: A psychometric assessment of a 25-vear-old man 
with poor social skills
The patient was referred to the trainee by the Community Mental Health Team. He had 
been admitted to an acute psychiatric hospital following his conviction for a sexual 
attack on a woman in her own home. He behaved in bizarre fashion prior to his 
admission, e.g. he stood on his hands in the courtroom. There were no hallucinations 
or delusions, yet the patient was heavily medicated with Haloperidol, Prozac and 
Modicate.
The assessment involved an attempt to obtain a developmental history and 
administration of a psychometric test battery. With no family in this country the 
developmental history contained mainly details provided by the patient. It hypothesised 
that the patient was deficient in social skills rather than mentally ill, and several 
cognitive features were examined: rote memory, social understanding, understanding of 
the physical (as opposed to the social) world, and executive function impairment.
The tests of cognitive functioning which were administered included The National Adult 
Reading Test, the Wechsler Adult Intelligence Scale-Revised (WAIS-R), the Quick 
Test, the Trail-Making Test, the Culture-Fair Test and Nelson’s Modified Wisconsin 
Card-Sorting Test (MCST). Qualitative examination of the patient’s understanding of 
social relationships was examined by the Object Relations Technique (ORT).
There was some evidence of poor social understanding and executive functioning as 
seen in the performance on the WAIS-R and MCST, and in the replies to the ORT. It 
was suggested to the consultant psychiatrist that if there was no underlying mental 
illness then the withdrawal of medication should not lead to an increase in bizarre 
behaviour. A brief observation of the patient some weeks after the phasing out of 
medication confirmed this view.
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3.2 Learning Disability Placement: A 33-vear-old man with Down’s syndrome
showing verbal aggression
This patient was referred to the trainee from a Community Nurse within the Community 
Learning Disability Team. She reported that he was verbally aggressive towards his 
parents and in particular his stepfather.
The patient was assessed via a review of psychiatric records, a review of a risk 
assessment by a specialist social worker, an interview with the family and a visit to his 
day placement. An extensive medical history of skin irritation was found, as well as 
some unusual behaviour such as not leaving the house without saying ‘goodbye’ to his 
collection of videotapes. The verbal abuse appeared to begin when the patient was first 
offered new living arrangements by his case manager, and the ‘ritual’ surrounding the 
videotapes came into context when it was found that visiting professionals had 
suggested they be thrown away as they were not age-appropriate.
An Object-Relations theoretical standpoint was adopted. It was formulated that the 
patient was transferring anger towards the case manager to his parents, because he 
feared the case manager might remove the offer of a new placement altogether if he was 
confronted by the patient. The parents offered ‘safer containment’, but with their 
increased age and ill-health, they were less capable than in the past to deal with the 
outbursts.
Intervention consisted of suggesting to the case manager that it was unfair to keep 
breaking promises of new living arrangements and putting back the moving date. It 
emerged that it was unclear how much the patient could do for himself, and so the 
trainee embarked on an assessment of his social functioning with the Hampshire 
Assessment of Living with Others (HALO).
The patient was offered a new placement which was honoured within weeks. He was 
found to require help with domestic skills, social adjustment and close personal 
relationships (HALO). His verbal aggression diminished and, incidentally or not, his 
skin condition cleared completely for the first time since he had been a child.
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3.3 Children. Adolescents and Families Placement: An 11-vear-old girl with
depression
The patient was referred by her GP who described low self-esteem, tantrums, self- 
hatred, sleep disturbance, bed-wetting and family arguments. The GP described a 
‘depressive gene in the family’.
Assessment consisted of a review of case notes from a previous interview with a 
psychiatrist, an interview with the family, telephone calls to the patient’s mother and her 
Community Psychiatric Nurse and a request for a recent school report. It was found 
that there was long family history of psychiatric intervention. The patient’s father was a 
recovering alcoholic, and her mother was diagnosed as depressed. There was some 
suggestion of second-person command hallucinations and she often felt she ‘saw 
faces’. A joint interview with a psychiatrist did not confirm the presence of a mental 
illness.
It was formulated that the patient suffered a chronic dépressive reaction which was 
linked to unusual family functioning. An action plan of cognitive therapy was 
implemented with some attempt to tackle the core schemas underlying the thoughts and 
feelings of the depression. The level of depression was assessed at mid- and post- 
intervention points, using the Child Depression Inventory (GDI). Personalised 
measures of ‘degree of belief’ in dysfunctional and functional beliefs were also used.
The work consisted of identifying and challenging negative automatic thoughts, 
dysfunctional assumptions, and finally a core schema which was strongly held. The 
patient’s scores fell two standard deviations into the average range on the GDI, and 
considerable improvements were also recorded on the personalised measures.
At one-month follow-up the improvements were maintained and the family, who all 
attended this session, were offered further family sessions. At the end of the trainee’s 
placement, the family were still considering whether to take up this offer.
133
3.4 Specialist Placement in the Psychology of Pain: A 39-vear-old woman with chronic
back and side pain
The patient was referred to the pain management service by a consultant psychiatrist 
following an assessment for depression. He described her symptoms of depression to 
be secondary to her chronic back and side pain following a recent operation.
Assessment consisted of a review of medical and psychiatric notes, an assessment 
interview by another psychologist, and an interview with the trainee. It was found that 
the operation had happened some years previously, and was subject to an ongoing 
malpractice litigation. The patient reported insomnia, severe pain in her side and back, 
and associated feelings of anxiety and anger. There was no family history of 
psychiatric problems, and the patient suggested that if she could manage the pain she 
could just ‘ get on’ with things.
The patient was assessed by the Zung Depression Index (ZDI), a short form of the 
State-Trait Anxiety Inventory (SF-STAI) and the Pain Self-Efficacy Questionnaire 
(PSEQ). A Pain Diary revealed that the patient’s pain ‘peaked’ following the times of 
most activity. She took medication, and used a surgical girdle to help cope with the 
pain. However, the use of medication was contingent upon the level of pain.
Intervention consisted of pacing of activity, relaxation training, ‘non-contingent’ use of 
medication, distraction training, cognitive restructuring, and active listening. Following 
five sessions re-administration of the ZDI, SF-STAI and PSEQ demonstrated 
considerable improvements on all measures, with significant reductions in anxiety.
It could be argued in this case that the resolution of the patient’s legal dispute aided the 
process of therapy. The death of the Princess of Wales occurred during the course of 
therapy, and was very meaningful to the patient. This cultural event may have affected 
the course of therapy for the better in the long-term.
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3.5 Older Adults Placement: A 78-vear-old woman with severe dementia showing 
verbal and physical aggression
The patient was referred to the service by a Community Psychiatric Nurse by telephone. 
She reported that the patient, who lived in an independent care home, was abusive to 
staff; swearing, pinching, slapping and disturbing other residents. The trainee was 
asked to address this behaviour by psychological intervention, if possible.
Assessment consisted of a review of case notes, an observation of the patient, and a 
meeting with the key worker. The family did not take up attempts to contact them for a 
family history. Nevertheless, it was found that the patient had experienced violence and 
verbal abuse in her past relationships. The swearing behaviour was maintained by 
intermittent reinforcement with cigarettes and tea. The violent behaviour was 
maintained by escape from intrusive handling behaviour where staff would handle her 
without permission. Particular members of staff experienced more challenging 
behaviour. An Ecological Analysis of the challenging behaviour was applied which 
includes consideration of both ‘proximal’ factors (direct antecendents and consequences 
of the behaviour) and ‘distal’ factors (the physical surroundings, long-term factors 
predisposing the person to behave this way, the nature of relationships in that setting, 
the philosophy of the institution).
Intervention consisted of an extinction programme for the aggressive requesting 
behaviour (non-contingent reinforcement) and stimulus control to reduce the verbal 
aggression which was combined with the promotion of functionally equivalent 
behaviour (a screen). Despite some success with both measures, some staff expressed 
concern that the patient was being excluded with the introduction of a screen.
Following evidence of an extinction burst in the verbal aggression, a meeting with staff 
confirmed that some staff did not feel the approach was effective. This was resolved by 
a video anlaysis of the challenging behaviour where the intervention could be shown to 
have a statistically significant effect on the behaviour. The intervention may have been 
more effective if the trainee had taught staff about the possibility of an extinction burst
in the first instance. There was no time within the placement for proper follow-up.
135
Part three: Research Dossier
136
The Clinical Utility of the Wisconsin Card Sorting Test and Nelson’s 
Modified Wisconsin Card Sorting Test: A review.
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1. Introduction
The Wisconsin Card Sorting Test (WCST: Berg, 1948) and Nelson's modified version 
(MCST: Nelson, 1976) have been considered to be among the few standardised 
neuropsychological tests sensitive to frontal lobe brain lesions. The purpose of this 
review is (1) to examine whether this is indeed the case, (2) to examine the which 
groups of patients may show characteristic impairments on these tests, and (3) to 
examine whether the MCST is diagnostically equivalent to the WCST and superior in 
the ways described by Nelson (1976). It shall be concluded that it is far from certain 
that card-sorting tests can accurately discriminate frontal lobe defects from other types 
of lesion. It will also be shown that the clinical populations identified as showing poor 
performance are likely to be many, but research has not yet identified all. Finally, it is 
unclear that the two tests are diagnostically equivalent, because of the changes in 
procedure introduced by Nelson (1976). Before these points can be made in detail, a 
description of the WCST is necessary.
2. The Wisconsin Card Sorting Test (WCST)
The WCST was devised by Berg (1948) to examine 'abstract behaviour' and 'shift of 
set'. The subject is given a pack of 60 cards on which are printed one to four symbols, 
triangle, cross, star or circle, in green, red, yellow or blue. There are four key cards, 
showing one red triangle, two green stars, three yellow crosses and four blue circles. 
The patient's task is to place each card from the pack of 60 under each key card, 
according to a principle that the patient must deduce from the examiner's pattern of 
responses. For example, if the principle is 'colour' then the correct placement of the 
card is under one red triangle no matter what other attributes the card has.
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The examiner gives feedback simply by saying "right" or "wrong" in response to each 
card sort. After a run of ten correct sorts, the the examiner shifts the principle to shape 
(then to number, then to colour, and so on). The test continues until the patient has 
made six runs of ten correct placements, or states the underlying principle explicitly, or 
sorts more than 64 cards in one category.
If the pack is exhausted before six successful runs, the card order is rearranged and the 
pack used again. Milner (1963) who first used the WCST to examine frontal brain 
dysfunction, only allowed this once, stopping after six correct runs or on placement of 
120 cards. She counted both the number of full runs (categories achieved) and the 
number of erroneous responses (error score).
The most widely used scores are Categories Achieved (CA) and Perseverative Errors 
(PE). Milner (1963) suggests that a category is 'achieved' when a run of ten correct 
sorts is present. This ranges from 0 when the patient does not get the idea at all, to 6 
which is perfect performance. Perseverative Errors occur either when a patient 
continues to sort according to a previously successful principle or when the subject 
m persists in sorting on the basis of an initial erroneous guess.
The PE score is a useful indicator of problems in the formation of concepts. It is also 
possible to compute the percentage of the total error score which is represented by PE 
errors. Milner (1963) suggests that when perseverative errors exceed 70% of total 
errors, one should consider this clinically significant. Non-perseverative errors may 
represent guessing, losing track of the current sorting principle, and occasionally the 
formation of complex principles which can happen when the patient believes that they 
cannot repeat their previous sorting principle. It is up to the clinician whether they 
should prompt the patient in this instance, but these complex responses offer qualitative
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information.
3. Normative Characteristics of the WCST
Age significantly affects performance on the WCST according to normative studies 
(Berg, 1948; Heaton, Grant and Matthews, 1991; Spreen and Strauss, 1991). A study 
by Parkin and Lawrence (1994) recorded significantly fewer categories in a group of 
older adults with a mean age of 71.9 years (SD=4.8), although Haaland et al. (1987) 
found that significantly fewer categories were only apparent in those older than 80.
Both studies found that PEs become more prominent after the age of 70. There are no 
differences between males and females, but education has a small effect on performance 
(Heaton, Grant and Matthews, 1991). In addition, Axelrod, Goldman and Woodard 
(1992) have reported satisfactory inter-rater reliability. A useful factor-analytic study 
by Daignault et al. (1988) suggested that CA loads on "complex intelligence" and 
"planning-organisation" factors, whilst PE loads on "complex intelligence" and 
"planning flexibility".
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Figure 1: The four Key Cards o f the Wisconsin Card Sorting Test according to which 
the patient must sort the remainder o f the pack.
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4. Clinical Groups Examined on the WCST
Patients with frontal brain lesions. The definitive neuropsychological studies
of the WCST were carried out by Milner (1963,1964) who reported upon poor 
performances by patients with frontal damage. She administered the WCST to 25 
patients who had undergone unilateral frontal lobectomy, and 69 controls who had 
undergone operations to the posterior regions of the brain. The results were that the 
experimental group showed consistently poor performance. Some 51% of the control 
group achieved more than three categories when tested postoperatively, but none of the 
experimental group managed to achieve more than three categoriès. For the 71 patients 
tested both pre- and post-operatively, there was a significantly higher number of 
perseverative errors on both occasions in the experimental group. Their PE score 
worsened significantly after the operation, but post-operative performance may be 
unrepresentative of future card-sorting ability, because there is considerable healing of 
neural tissue in the months following a lesion.
m A computer-based model of cognitive impairments following frontal lobe damage was 
presented by Kimberg and Farah (1993). They modelled cognitive processing required 
for the WCST and then selectively damaged the model. It was found that patterns of 
performance 'typical of frontal-damaged patients' were created when there was a 
weakening of associations among elements in working memory. The ratio of 
perseverative to non-perseverative errors closely matched that found in patients with 
frontal damage by Milner (1963). The authors claim that their model highlights the 
importance of connections among internal representations in abstract reasoning.
However, the model does not completely correspond to actual performance by patients
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with frontal damage, because it suggests that all such patients should fail all tasks 
involving the need to make connections with different internal representations.
Kimberg and Farah (1993) note that patients with frontal damage tend to fail 
idiopathically on tests involving this ability (e.g. fail on the WCST but not the Stroop 
test), and that the location and size of the lesion does not predict the degree of failure. 
They conclude that a more complex theory is required specifying which parts of the 
frontal cortex subserve working memory for which representations.
A further criticism is that Kimberg and Farah (1993) fail to recognise the less than 
convincing evidence that the WCST is a 'frontal' test, ignoring most of the more recent 
empirical studies which shall be reviewed below.
Milner (1963) had suggested that the WCST was a promising indicator of frontal lobe 
defects. However, performances of patients with frontal damage tends to differ 
somewhat according to individual differences. Using the WCST with her own group 
of patients with frontal lesions, Nelson (1976) found that when a cutoff score o f '50% 
of total errors=PEs' was adopted, then only 19% where detected by the WCST 
m successfully. When a cutoff score of '70% of TEs=PEs' was adopted, 52% were 
detected, but were accompanied by an unacceptably high number of false positives from 
the control groups (patients with non-frontal lesions [21% above cutoff] and no brain 
insult [33% above cutoff]).
There is little doubt that as a group, patients with frontal lesions make more PEs than 
controls with no brain injury. Grafman, Jonas and Salazar (1990) examined WCST 
performance in 421 brain-damaged subjects and 84 controls without any injury. 
Although the experimental groups achieved fewer categories and made more PEs than 
controls, the highest PE scores were found in patients with left dorsofrontal and
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anterior temporal lobe lesions. This does not constitute evidence that the WCST 
specifically detects frontal lobe lesions - but it does suggest that "frontal" patients score 
relatively poorly as a group.
There has been inconsistent evidence that patients with frontal lobe lesions achieve 
fewer categories than controls. Janowsky, Shimamura, Kritchevsky and Squire (1989) 
who examined WCST performance in patients with frontal lobe lesions, those with 
Korsakoff s syndrome, other amnesics, and controls. The "frontal" patients did not 
achieve fewer categories than the other groups, but along with the Kosakoff patients, 
showed more perseverative responses. A similar pattern was found by Stuss et al. 
(1983).
There has also been inconsistent support for Milner's (1963) finding that patients with 
posterior lesions show better performance on the WCST than those with frontal lobe 
defects. Grafman, Jonas and Salazar (1990) noted that the scores on the WCST 
achieved by patients with frontal brain lesions, and controls whose brain lesions were 
non-frontal, did not differ significantly. Robinson et al. (1980) administered the 
v WCST to 123 normal adults and 107 patients with focal and diffuse brain lesions. 
Although patients with frontal lesions showed more PEs than the non-frontal patients 
with focal lesions, patients with diffuse damage were also highly perseverative. The 
authors did conclude that the WCST is a helpful tool for discriminating frontal versus 
non-frontal defects. In looking at all of the studies examining this use of the WCST, 
this conclusion seems optimistic: there is at least some evidence that the WCST is 
unreliable when used to specify the location of the lesion.
A further study by Anderson, Damasio, Jones and Tranel (1991) examined the 
performance of 49 patients with frontal lesions and 24 patients with non-frontal lesions
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on the WCST. They obtained the anatomical positions of the lesions using Magnetic 
Resonance Imaging (MRI) and Computerised Tomography (CT) transparencies. They 
found that some patients with excessive frontal damage performed very well on the 
WCST, and that patients with no frontal damage often performed badly. No group 
differences were found on any variable. The authors concluded that WCST 
performance cannot be interpreted in isolation. Further, they point out that Milner 
(1963) tested 81 of her 94 patients when they were within the first three weeks of their 
operation. Rosvold and Mirsky (1964) have since reported that 12 patients who had 
had such lobectomies performed poorly on the WCST one month after their operation, 
but at one-year follow-up, performances were normal.
Patients whose brain dysfunction has not been traditionally associated with the frontal 
lobes can also show poor performance on the WCST. For example, Hermann, Wyler 
and Richey (1988) examined patients with complex partial epilepsy of dominant (n=16) 
or non-dominant (n=19) hemispheres. They assumed that the WCST was indeed a test 
of frontal lobe functioning. They found that 39% of the patients with dominant 
hemisphere seizures and 74% of the patients with non-dominant hemisphere lesions 
m performed ’..in a manner suggestive of frontal lobe pathology' (p.467). Both groups 
showed high levels of perseverative errors.
In addition to the weakness of the finding that the WCST is a 'frontal' test, there has 
been debate concerning the ability of the WCST to detect lateralised damage to the 
frontal lobes. Taylor (1979) found an association between higher PE scores and left 
hemisphere (LH) damage which required subsequent lobectomy for epilepsy control or 
tumour removal, which was not found in patients with right hemisphere (RH) damage. 
However, Grafman et al. (1990) found most PE responses associated with damage 
which was not confined to either lobe, as well as with left anterior lesions.
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Parkinsonism. The WCST can be useful in the analysis of cognitive functioning
in patients with Parkinson's Disease (PD). Taylor and Saint-Cyr (1992) found that 
such patients find it difficult to maintain a response set when there are ever-changing 
stimuli. The PE scores tended to be low; rather there were many non-perseverative 
errors and a general tendency not to attain the overriding concept of the test (also found 
by Bowen, 1976). As one might expect this leads patients with PD to achieve few 
categories. In a series of experiments examining the attention of 21 patients with 
Parkinson's Disease, Bradshaw et al. (1993) noted that the loss of internal regulation of 
attention is common as well as motoric disturbance. Possibly patients with PD cannot 
maintain sufficient attention to complete the WCST successfully.
Multiple Sclerosis. Multiple Sclerosis (MS) is a progressive
neurodegeneratiye disease where the insulating myelin sheath of neural axons 
undergoes autoimmune attack. It tends to involve the frontal regions of the brain, and 
the damage is diffuse.
There have been inconsistent findings regarding the performance of MS patients on the 
WCST. It was found by Heaton, Nelson, Thompson, Burks and Franklin (1985) that 
patients with MS showed more PEs than controls whether they were in the relapse- 
remitting stages of the disorder or in the chronic unremitting stages. Rao, Hammeke 
and Speech (1987) found that patients in the relapse-remitting stages of MS were not 
significantly different from controls in their WCST scores, but that patients in the 
chronic-unremitting stages were significantly impaired on all measures. Heaton et al. 
(1985) only reported the number of perseverative responses, and so a detailed 
comparison of the studies is problematic.
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However, given that both categories of MS patients tend to perform poorly on other 
tests of abstract reasoning such as the Category Test (Rao, 1986), there is a 
considerable body of evidence to suggest that deterioration of executive function can 
occur across the course of MS. It has been noted that there can be considerable 
interpatient variability in test scores (Heaton et al., 1985; Rao, 1986).
Chronic Alcoholism. The performance of amnesic patients on the WCST was
examined by Shoqeirat, Mayes, Macdonald, Mendell and Pickering (1990). They 
compared chronic alcoholics diagnosed with Korsakov's syndrome (n=16), patients 
who has recovered from encephalitis (n=10), and a small group of patients who had 
suffered ruptured anterior communicating artery aneurysm (n=5). The patients with 
Korsakov's syndrome obtained fewer categories and made more perseverative errors 
than controls (n=31) who were matched for age, IQ and socioeconomic status. In 
contrast to the chronic alcoholic patients, the post-encephalidc group were not 
significantly impaired on the WCST. The small group of patients with the ruptured 
anterior communicating artery aneurysms scored between the other two groups of 
amnesic patients.
Erratic error patterns of alcoholics have been described by Parsons (1975) and Tarter 
and Parsons (1971), who describe an easily interrupted and impatient style of learning. 
To examine the medium-term prospects for improvement in in neuropsychological 
performance by alcoholics who had undergone psychological intervention, Yohman, 
Parsons, and Leber (1985) tested 37 alcoholics and 20 age- and education-matched 
controls on a range of tests including the WCST. The relatively poor performance of 
the chronic alcoholics was maintained some 13 months later, although 17 of the 
alcoholics who returned to drinking during this period performed more poorly than 18 
who had managed to abstain.
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Psychopathy. Preliminary study of 'frontal lobe' tests such as the
WCST seemed to reveal specific cognitive impairments confirming a 'frontal lobe' 
hypothesis of psychopathy. Gorenstein (1982) hypothesised that psychopaths would 
exhibit deficits apparent on the WCST. He examined 20 male psychopaths, 23 male 
psychiatric patients and 18 controls with no diagnosis. It was found that the 
psychopaths made more perseverative responses than the other groups. Gorenstein 
(1982) concluded that the results encouraged the pursuit of a conceptualisation of 
psychopathy based on deficits previously associated with the frontal lobe.
However, in a study of 46 white male inmates of a medium security institution who met 
Cleckley's (1976) clinical profile of the psychopath, Hare (1984) carefully controlled 
for confounding variables. Previously, age, education, IQ and substance abuse had not 
been considered.
Hare (1984) found that the degree of psychopathy (high, medium or low) did not 
predict performance on a range of 'frontal lobe' tests including the WCST. He 
v concluded that after careful control there is little evidence of specific cognitive deficits in 
the psychopathic individual. He added that organic damage of the frontal lobes rarely 
produces classic psychopathy, and moreover, such organic patients lack the 
organisation of the psychopathic personality.
Psychosis. It remains fashionable to attempt to explain psychotic
symptoms by analogy to organic brain damage in particular areas of the brain, although 
as Bentall (1990) has pointed out, more than one hundred years of research has failed to 
produce any evidence of a particular set of organic changes which occur in all cases. 
Certainly no 'schizophrenic lesion' has been found.
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However, Franke, Maier, Hain and Klinger (1992) claimed that the WCST was an 
indicator of vulnerability to psychosis. They compared the performance of 
schizophrenic patients who were off medication with that of controls. Healthy siblings 
of the psychotics were also examined. On all variables of the WCST performance was 
worse in the psychotic group, and in addition, healthy siblings of schizophrenic 
participants made more PEs than controls. However, they resembled the controls on all 
other variables. The authors suggest that the difficulty in shifting a cognitive set 
recommends the PE score as a vulnerability marker for schizophrenia. According to 
these results, non-perseverative errors are state but not trait markers of the illness.
Bomstein et al. (1990) examined the WCST performance of paranoid schizophrenics, 
non-paranoid schizophrenics, schizo-affective patients, and controls. They found that 
although all types of schizophrenic patients showed poorer performance than controls, 
on many types of neuropsychological test, only the PE scores on the WCST were 
poorer when number of symptoms, medication and educational attainment factors were 
addressed. The authors concluded that the WCST might reflect dorsolateral prefrontal 
v cortex dysfunction in psychotic patients, whereas other tests reflect state (rather than 
trait) elements of psychosis. However, the location of brain dysfunction is not reliably 
detected by the WCST as we have seen. Bomstein et al. suggest that traditional 
subtypes of 'schizophrenia' may be invalid, as all types of psychotic patient showed 
higher PE scores than controls; but this issue is beyond the scope of this review.
149
5. Interim Conclusions
It is doubtful that the WCST is a test of frontal lobe integrity. Although several studies 
show particular groups of patients whose performance is inferior on the WCST, much 
faith had been placed upon the 'frontal' nature of the test. Rather, it seems to detect 
many patients whose cortical integrity has been compromised, irrespective of the site of 
the lesion.
6. The Modified Wisconsin Card Sorting Test (MCST)
The MCST was proposed by Nelson (1976) to be more sensitive to frontal lobe defects. 
A further complaint made by Nelson was that the process of administering the WCST 
created too much distress in the patient. To Nelson, it was unfair to simply guide 
responses by an .unexpected "wrong". Therefore, she set about producing a test which 
was more patient-friendly.
How the MCST differs from the WCST. In the MCST there are no cards in the 
v pack which share more than one attribute with the stimulus card. The number of cards 
is reduced to 48 because of this, but Nelson (1976) argues that this reduces any 
ambiguity in the examiner's responses. Whatever category the patient chooses first is 
'correct', and after a run of six correct responses, the examiner says "The rule has 
changed. I would like you to find another rule". The procedure is continued until all 
six categories are achieved or until the 48 cards are used up.
This procedure is much less daunting for patients and it is clear that there is nothing 
wrong with their responses in themselves; rather the "rule has changed". This is an 
important ethical modification to the WCST.
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Nelson also modified the way perseverative responses were computed. Nelson derived 
a score for Total Errors (TE) and a score for perseverative responses (PN) which 
counts only those errors which belong to the same category as the preceding response. 
A third score ((PN/TE)*100) shows the percentage of such PN responses.
7. Clinical Groups Examined on the MCST
Frontal brain lesions. In Nelson's (1976) definitive study of the MCST, she
found that the CA score differentiated patients with unilateral lesions (n=53) from 
controls (n=47). Using the %PN error score, Nelson found that a cutoff of 50 detected 
38% of frontal patients correctly, with only 1 non-frontal patient above the cutoff and 
no controls. A cutoff of 35 detected 52% correctly, with 16% of non-frontal patients 
and 27% of controls. That is, the MCST more accurately detected frontal brain insult 
than the WCST. Despite some overlap between the groups, Nelson claimed that the 
MCST could be regarded as sensitive to frontal brain injury whereas the WSCT could 
not. However, Nelson (1976) did not find any difference in performance according to 
the side of the lesion.
Nelson (1976) concluded that the formation of concepts according to class membership, 
and the ability to inhibit one set of responses in favour of another when this becomes 
appropriate, is impaired in many frontal patients. She remarked that the poor 
performance of these patients on the WCST had hitherto been attributable to the 
"complex and often confusing nature of the WCST" (p.322).
However, an attempt at replication by van den Broek, Bradshaw and Szabadi (1993) 
was less supportive. The authors compared the MCST performance of 101 patients
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with neurological defects, of whom 28 had lesions restricted to the frontal lobes, and 77 
controls. Measures of CA and perseveration were not found to discriminate between 
patients with frontal lobe defects and patients with non-frontal defects. However, high 
specificity (98.7%) and good sensitivity (45.6%) were found to lesions irrespective of 
site. This indicates that like the WCST, the MCST is not particularly sensitive to frontal 
lobe defects.
Dementia o f the Alzheimer's Type. The cognitive sequelae of Dementia of the
Alzheimer's Type (DAT) may include impairment of formation of concepts according to 
class membership, and inhibition of responses when appropriate in favour of a new 
strategy. To investigate these possibilities, Bondi et al. (1993) compared the MCST 
performance of 23 patients with mild DAT, 33 patients with moderate DAT, 31 patients 
with severe DAT, and 75 demographically matched controls. They found that the 
number of categories achieved on the MCST differentiated the DAT patients from the 
controls, but did not differentiate the DAT subgroups. Also, the perseverative 
responses of mildly demented DAT patients were significantly greater than those of the 
controls, indicating that the %PN errors score is useful in the early detection of DAT.
Chronic Alcoholism. Shoqierat et al. (1990) examined the performance of
chronic alcoholics on the MCST as well as on the WCST. They found that chronic 
alcoholics could be discriminated from other amnesics (patients who had recovered 
from encephalitis, and those who had experienced ruptured anterior communicating 
artery aneurysm) more easily by the WCST than by the MCST. This was not due to the 
greater difficulty of the WCST, but rather the alcoholic patients were able to achieve 
runs of six correct responses more easily than runs of ten correct responses.
However, in Shoqierat et al.'s study, the WCST was always administered before the
152
MCST, which may have affected the sensitivity of the latter test Both the MCST and 
WCST are largely tests of long-term procedural memory and little else, once solved 
(Lezak, 1995). Many of the examinee's errors are made in the first group of answers, 
because the principles are still being formulated. A more satisfactory procedure would 
have been to administer the MCST first and the WCST second to half of the 
participants, with the other half completing the WCST first. Since the authors did not 
do this, many of the participants may simply have remembered the basic principle.
Psychosis? Clearly, psychotic patients would also benefit from the
alleviation of unnecessary distress by the administration of the MCST in place of the 
WCST. This is especially true of this group, as batteries are often administered early in 
the rehabilitation phase of the psychotic process. There can be few more vulnerable 
times in a person's life than when they are in the early stages of recovery from 
psychosis.
A problem with using the MCST rather than the WCST is that, strictly speaking, one 
loses the support from the studies reported above (Franke et al., 1992; Bomstein et al., 
„ 1990) which suggest that vulnerability to psychosis is detected by the WCST.
Currently, the clinician must extrapolate from these findings, and take it on trust that the 
MCST is equivalent to the WCST in detection of vulnerability to psychosis (PEs) or 
extent of psychosis (all measures; c.f. Franke et al., 1992). Alerting patients to the 
shift in the sorting principle changes the task: there is no need to appreciate the fact of 
change spontaneously. Given that chronic alcoholics may be more accurately identified 
by the WCST than the MCST then there is no reason to assume that the MCST is a 
reliable test for the psychotic population.
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8. Outstanding issues for future research on the WCST and the MCST
1. Is perseveration an indicator o f frontal lobe damage? Researchers have assumed 
that patients with frontal lobe lesions demonstrate perseveration as a direct consequence 
of their neural damage. Unfortunately, neither the WCST nor the MCST seem to 
discriminate this group convincingly, despite plenty of opportunity for the patient to act 
in perseverative fashion. Many groups of patients show impaired card-sorting 
performance but this does not necessarily imply frontal damage in these groups.
2. Are the two tests measuring the same cognitive abilities? Diagnostic 
equivalence of the WCST and the MCST has not been demonstrated. Future research 
should take account of this problem, in order to tell just which clinical groups are 
relatively impaired on which test. It seems likely that in terms of concept formation 
they measure the same thing. The key procedural differences between the tests are the 
increased feedback of the administrator on completion of a successful run, and the 
fewer number of successful responses required in each run on the MCST. Whilst 
factor analytic studies of the WCST have been completed, and seem encouraging (c.f.
v Daigneault et al., 1988), there has been no such study on the MCST.
3. The WCST and the MCST and the neuropsychology o f schizophrenia. There is a 
growing body of evidence of 'executive function' or 'prefrontal' impairment in 
schizophrenia, such as on the WCST (Franke et al., 1992; Bomstein et al., 1990; also 
Heaton, 1981), as well as on word fluency and design fluency (Kolb and Wishaw, 
1983), and on the Halstead Category Test which requires abstraction and hypothesis 
testing (Goldberg et al., 1988). A particular research study which seems imperative is a 
study of MCST performance during the course of psychosis. In clinical practice, this 
test is often administered following the diagnosis of schizophrenia and the control of
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florid symptoms via neuroleptic treatment Since diagnostic equivalence of the MCST 
and the WCST have not been established, it is not fully satisfactory to extrapolate from 
the findings of studies examining WCST performance by people with schizophrenia.
Should such a study be designed, one needs to consider possible sources of variation in 
test performance other than specific cognitive deficit. Possible sources of variation in 
test performance in schizophrenic people include medication, the presence of symptoms 
and the effects of institutionalisation. Randolph, Goldberg and Weinberger (1993) 
found that the effects of medication on test performance were likely to be minimal. 
There was some evidence that attendonal functions were actually slightly improved, but 
there was some slowing of motor speed. Specifically in terms of executive functions, 
Berman et al. (1986) found that the presence of medication was not related to WCST 
performance. Similarly, the presence of symptoms does not seem to change 
performance, because cognitive deficits measured prior to the introduction of 
neuroleptic treatment remain unchanged post-treatment (Gold and Hurt, 1990). As for 
the effects of institutionalisation, Harrow et al. (1987) found that continuously 
institutionalised schizophrenics and intermittently-institutionalised schizophrenics did 
v not differ on measures of abstract thinking and IQ.
Therefore, none of the effects of these potential confounds have been shown to be 
significant. This bodes well for a future study of MCST performance in a group of 
schizophrenic patients.
4. Age and Intellectual Ability. In the relatively recent attempt to replicate 
Nelson's findings, van den Broek et al. (1993) found that age and IQ strongly influence 
MCST performance, in their study accounting for some 31-44% of the variance in the 
dependent variables. The greater influence was exerted by IQ. These factors were not
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taken into account in the original development of the MCST. Any future study of the 
MCST should take age and IQ into account. This is particularly important for any study 
of psychotic patients, as there is evidence that this group has low premorbid and 
postmorbid IQ (e.g Alyward, Walker and Bettes, 1984; Abrams, Redfield and Taylor, 
1981).
9. Conclusions
A number of points can be made in conclusion.
(1) The WCST and the MCST remain useful screening tools in the detection of brain 
injury irrespective of site, but neither seems superior in the detection of frontal lobe 
lesions.
(2) Nelson's method retains its ethical advantage of guiding the patient more gently. 
However the WCST is still required, as some characteristic performances such as that 
of chronic alcoholics, require the original procedure before they become apparent.
(3) IQ and age should be taken into account when interpreting test scores.
(4) The performance of patients in whom brain injury is purely conjectural, such as 
psychotic patients, should be viewed with caution, and a study examining the MCST 
performance of psychotic patients seems a logical next step for research. We need to 
bear in mind that schizophrenics demonstrate relatively low IQ as a group. However, 
there is little evidence that medication, symptoms or institutionalisation impair test 
performance significantly.
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(5) Finally, as van den Broek et al. (1993) point out, a negative result (below the 
cutoff) on these tests is uninformative and does not exclude brain injury. On the other 
hand, van den Broek et al. found that using Nelson's cutoff score (%PE>=50) the 
MCST differentiated satisfactorily between the control and patient groups as indicated 
by its specificity of 98.7%, and sensitivity to brain injury (irrespective of site) of 
45.6%. Therefore a positive result is still informative to the clinician.
Current research suggests that the WCST and MCST may not be particularly sensitive 
to damage to the frontal lobes of the brain. Although several clinical populations have 
been shown to perform poorly on the WCST and MCST relative to controls who have 
no injury, there may well be others which have yet to be identified. Many clinicians use 
the MCST to assess populations where only the WCST has been shown to detect poor 
card-sorting, but this is assumptive practice: more research is needed into the 
equivalence of the tests, in order to ascertain just which populations are detected by 
both. The final choice between the two should take particular account of the ethical 
merits of the MCST.
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The relationship between perseveration on the Modified Wisconsin Card- 
Sorting Test and estimated decline in IQ in patients with a diagnosis of 
schizophrenia
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Abstract
Recent research suggests that executive functions are impaired in many patients who 
receive a diagnosis of schizophrenia. The Wisconsin Card-Sorting Test (WCST) is one 
of few tests considered sensitive to such impairments. Nelson’s Modified Wisconsin 
Card-Sorting Test (MCST) is preferred by many clinicians to the Wisconsin Card 
Sorting Test (WCST) from which it is derived, but there are no studies of psychotic 
patients examined with the MCST.
The performance of 26 patients with a diagnosis of schizophrenia and 11 patients with 
damage to the frontal lobes was examined on the MCST, the Wechsler Adult 
Intelligence Scale-Revised (WAIS-R) and the Revised National Adult Reading Test 
(NART). On the basis of previous research, it was hypothesised that current IQ would 
be negatively correlated with perseverative responses on the MCST, and that the 
premorbid IQ estimate from the NART would not correlate with the number of such 
responses. The main hypothesis was that the estimated decline in IQ would correlate 
with perseverative responses, following Frith (1992).
The results were consistent with the hypotheses. Patients receiving a diagnosis of 
schizophrenia were more or less ‘perseverative’ according to their degree of general 
intellectual decline, but there was no evidence of premorbid ‘cognitive inefficiency’ or a 
relationship between the premorbid IQ estimate and poor performance of the MCST. It 
is argued that these results support a neurodevelopmental model of schizophrenia rather 
than a neurodegenerative disease model.
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1. Introduction
More than one hundred years of research has failed to produce a coherent syndrome of 
schizophrenia in which a particular set of organic changes can be demonstrated in all 
cases (Boyle, 1995; Bentall, 1990). Nevertheless a number of cognitive impairments 
are often demonstrated by individuals who receive the diagnosis. In a review of the 
neuropsychology of schizophrenia, Randolph, Goldberg and Weinberger, (1993) 
describe three areas of commonly reported impairments; attention, memory and 
executive functions. The executive function impairments which may be observed 
include an impaired ability to plan behaviour, poor social judgment and insight, a lack 
of initiative, anhedonia and affective flattening. These impairments are also seen in 
patients with demonstrable damage to the frontal lobes (Goldberg, 1989; Weinberger, 
1988a).
This coincidence of dysfunction between the two groups has resulted in a 'frontal lobe 
hypothesis' of schizophrenia, which continues to hold qualified credibility for some 
v authors (e.g. Elliott, McKenna, Robbins and Sahakian, 1995). However, there is a 
lack of neuropsychological measures which are both sensitive and specific to prefrontal 
dysfunction. This fact, combined with doubts about the validity of the diagnosis itself, 
and the failure to establish a neuropsychological 'profile' for neuropsychiatrie 
conditions including schizophrenia (Gold et al., 1997; Randolph et al., 1993), limits the 
conclusions one can make about the frontal lobe hypothesis.
Card-sorting tests are considered to involve abilities in which the prefrontal cortex has a 
central role. The Wisconsin Card Sorting Test (WCST: Heaton, 1981) was devised by 
Berg (1948) to examine 'abstract behaviour' and 'shift of set', and has been considered
to be one of the few standardised neuropsychological tests sensitive to lesions in the 
frontal lobes (Milner, 1963; Drewe, 1974). The patient is required to assign a series of 
60 cards to one of four 'key' cards according to certain rules, which the patient must 
conceive without aid (i.e. according to the colour, shape and number of the figures on 
each card). The patient is simply told whether each response is correct or incorrect, and 
when 10 correct responses have been made, the rule is changed without informing the 
patient. The procedure is repeated until either the cards are exhausted or the patient has 
sorted each rule twice. The test is scored according to how many correct 'runs' are 
made (categories achieved: CAs) and how many errors are made which reflect a 
previous response pattern (perseverative errors: PEs).
The WCST was first shown to measure frontal lobe dysfunction by Milner (1963,
1964) who documented defective performances by patients with frontal damage. 
Certainly they tend to make more PEs than controls with no brain injury (Grafman et 
al., 1990; Janowsky et al., 1989). Lezak (1995) noted that some studies imply that left 
frontal hemisphere dysfunction is more easily detected on the WCST than that of the 
right hemisphere (e.g. Grafman, Jonas and Salazar, 1990), but other studies have 
•*» found just the opposite (e.g. Haut et al., 1996). However some studies have also 
shown that posterior and anterior lesions cannot be differentiated on WCST 
performance (Anderson, Damasio, Jones and Tranel, 1991; Grafman, Jonas and 
Salazar, 1990). This casts doubt on the claim that the WCST is specifically a test of 
frontal lobe functioning.
Other groups where poor performance on the WCST has been demonstrated include 
patients with temporal-lobe epilepsy (Hermann, Wyler and Richey, 1988), patients with 
Parkinson's Disease (Taylor and Saint-Cyr, 1992), multiple sclerosis (Arnett et al., 
1994) and patients with chronic alcoholism (Shoqierat, Mayes, Macdonald, Mendell
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and Pickering, 1990). These conditions are typically associated with brain dysfunction 
in areas other than the frontal cortex.
1.1 The performance of schizophrenic patients on card-sorting tasks
The performance of patients with schizophrenia on the WCST has been shown to be 
poorer than controls according to several studies. Gold, Carpenter, Randolph, 
Goldberg, and Weinberger (1997) examined the performance of 36 schizophrenic 
patients and 30 controls. The control group were not matched to the patients in that 
they were significantly younger, and had spent longer in full-time education. The 
schizophrenic patients achieved fewer CAs and made more PEs than the controls, 
although the group differences in CAs were eliminated when a novel measure of 
working memory was covaried (letter-number span). Therefore, these results may 
imply that working memory dysfunction contributes to the state presentation of 
schizophrenia, whereas perseveration is a trait marker.
Abbruzzese, Ferri and Scarone (1997) examined the WCST performance of 60 
schizophrenic patients, 60 patients with Obsessive-Compulsive Disorder (OCD) and 30 
controls matched for age, education level, and handedness. The patients with OCD 
were matched to the schizophrenia group on these variables as well as by length of 
illness. The schizophrenic group achieved fewer categories and made more PEs than 
either of the other groups. In addition, patients with a 'paranoid' subtype diagnosis 
(n=20) made more PEs than patients not demonstrating paranoia (n=40), replicating a 
result found by Butler, Jenkins, Sprock and Braff (1992).
A comparison of the WCST performance of schizophrenic patients and patients with 
localised brain lesions was made by Haut et al. (1996). They examined 11
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schizophrenic patients (nine with paranoid subtype diagnosis), eight patients with 
lesions of the right prefrontal cortex, seven patients with left prefrontal lesions, nine 
with non-frontal lesions, and 12 controls. There were no significant differences 
between the groups in age or education, although these analyses are suspect because of 
the number and small sizes of the groups. It was found that patients with right- 
prefrontal lesions and the patients with schizophrenia made more PEs than the other 
groups. The authors suggest that contrary to the results of Milner (1964,1964) right 
prefrontal lesions may lead to more perseveration.
The performance of schizophrenia patients on a computerised version of the WCST was 
examined by Elliott, McKenna, Robbins and Sahakian (1995). Thirty-two chronic 
medicated schizophrenic patients were compared with 24 controls matched for age and 
IQ. No results on Categories achieved were presented, but the schizophrenic group 
showed more PEs.
Few studies have examined comparisons of WCST performance between different 
diagnoses of psychotic illness. However Crawford, Haeger, Kennard, Reveley and 
v Henderson (1995) compared WCST performance of 18 schizophrenics to 18 bipolar 
depressives, 10 patients with severe anxiety and 31 controls matched for age, but not 
IQ. The schizophrenic group achieved fewer CAs and made more PEs than all of the 
other groups.
The finding that perseveration is a state-independent feature of schizophrenia echoes 
earlier research by Franke, Maier, Hain and Klinger (1992) who found that healthy 
siblings of schizophrenia patients make more PEs than controls with no family history 
of psychiatric diagnosis, although they are similar to controls on all other variables.
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Some authors doubt that the CA score reflects more than general intellectual 
functioning. Bomstein et al. (1990) examined the WCST performance of paranoid 
schizophrenics (n=28), non-paranoid schizophrenics (n=27), schizo-affective patients 
(n=18), and controls (n=52). They found that only the PE scores on the WCST were 
poorer when number of symptoms, medication and educational attainment factors were 
statistically removed. There were no significant differences on the WCST between 
patients with a 'paranoid' subtype diagnosis and those without, contrary to the findings 
of Abbruzzese et al. (1997). Indeed one study has found that patients with 'paranoid' 
subtype diagnosis performed achieved more CAs and made fewer PEs than those 
without (Rosse, Schwartz, Mastropaolo, Goldberg and Deutsch, 1991). Therefore, 
there is inconsistent evidence surrounding the influence of subtype diagnosis and 
WCST performance.
These studies indicate that a diagnosis of schizophrenia is associated with relatively 
poor performance on the WCST. The actual test to be used in the current study is the 
Modified Wisconsin Card Sorting Test (MCST: Nelson, 1976). This test differs from 
the WCST in several ways, whilst retaining the same basic format. In the MCST, the 
patient is only required to make correct runs of six cards, and then is told that the ‘rule 
has changed’ and that they should find another way to sort the cards. There are fewer 
cards because each card to be sorted only shares one attribute with its stimulus card 
(thus reducing ambiguity of scoring). The test retains acceptable sensitivity to frontal 
lobe damage although is not specific, but this is also true of the WCST (Lezak, 1995; 
Van den Broek et al., 1993).
The MCST is also scored differently. Those PEs which are responses resembling the 
previous category are recorded as ‘PM’ errors (c.f. Milner, 1963), whereas those 
responses which are identical to the previous response are recorded as ‘PN’ errors.
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The percentage of errors of each type is also recorded. According to Nelson (1976), a 
false positive is unlikely if PN errors reach 50% of errors.
More recent study of the MCST has found that it detects frontal and non-frontal lesions 
equally. Van den Broek, Bradshaw and Szabadi (1993) examined the MCST 
performance of 101 patients with various brain lesions (of whom 18 had right 
prefrontal lesions and 16 had left prefrontal lesions). They found that although a high 
number of patients with prefrontal lesions made more than the 50% PN responses, the 
same was true for patients with right posterior lesions and patients with diffuse damage. 
Therefore, Nelson's method of excluding false positives "..is unsatisfactory in 
detecting anterior lesions" (Van den Broek et al., 1993, p.341).
As with the WCST there is evidence that patients may perform poorly on the MCST 
although their condition is not traditionally considered 'frontal' in nature. Bondi, 
Monsch, Butters, Salmon and Paulsen (1993) found that MCST performance 
discriminated patients with Alzheimer-type dementia from controls, although Shoqierat 
et al. (1990) found that chronic alcoholics perform more poorly on the WCST than the 
MCST, possibly because they find runs of six categories easier to achieve than runs of 
ten categories.
A study of MCST performance in schizophrenic patients is required. It is expected that 
the performance of a schizophrenic group on the MCST will be relatively poor. 
However, it is necessary to examine the effects of general decline in intellectual 
functions as poor performance on card-sorting tasks cannot be interpreted in isolation.
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1.2 10 and schizophrenia
The evidence of intellectual impairment in people diagnosed with schizophrenia was 
reviewed by Alyward, Walker and Bettes (1984). Several findings were demonstrated. 
Both early and late onset diagnosis were associated with intellectual deficits across the 
lifespan, and the authors noted that pre-schizophrenic children and adolescents perform 
below matched controls on a variety of measures. Significant IQ impairments are seen 
post-onset, but this could conceivably be due to the course of the illness.
Alyward et al. (1984) also noted that on the WAIS-R, Performance IQ was generally 
lower than Verbal IQ post-onset. However, no consistent subtest pattern is apparent. 
Furthermore, premorbid IQ impairments seem to be more prevalent in males. Those 
patients with low IQs have tended to remain in institutions for longer (Watt and 
Lubensky, 1976). Conversely, patients with high IQ are judged by clinicians to have 
better clinical outcome, e.g. fewer symptoms. Finally, increased age of onset was 
negatively correlated with IQ, suggesting that high IQ might be a protective factor.
This finding receives support from the finding that premorbid IQ impairments are most 
marked in early onset schizophrenia, by Jones, Guth, Lewis and Murray (1994). In 
their follow-back study, Jones at al. (1994) examined IQ assessments which had been 
carried out on 50 children later receiving a diagnosis of schizophrenia, and 22 patients 
with bipolar depression, and 23 with unipolar depression. They found that the 
schizophrenics had relatively low premorbid IQs (mean=85.4[sd=2.5]) compared to the 
bipolar patients (93.8[4.9]), and the unipolar patients (96.9[3.5]). A difficulty with this 
study is that only those patients who had IQ assessments as children could be 
examined. There remains the group who have not received childhood IQ assessments 
but later receive a diagnosis of schizophrenia, i.e. there may be a referral bias.
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Abrams, Redfield and Taylor (1981) examined the WAIS profiles of 17 schizophrenic 
patients. They found a mean full-scale IQ of 84.6, Verbal IQ 86.4 and Performance IQ 
84.5. They found that this discriminated schizophrenic patients from those with severe 
bipolar (n=43) or unipolar depression (n=9), but resembled a small group of patients 
with ‘organic brain disease’ (including aphasia, apraxia, incontinence of neurological 
etiology, or focal neurological signs; n=8).
Other studies suggest decline in IQ or low premorbid IQ might be causal in 
schizophrenia. For example, Nelson et al. (1990) examined 63 patients diagnosed with 
schizophrenia on the WAIS-R and other tests of intellectual function, including an 
estimate of premorbid IQ. They found that the patients showed substantial decline in IQ 
on the basis of the premorbid assessment, but also that the premorbid IQs were also 
relatively low. .
“The finding of below average premorbid levels of functioning is consistent with
the notion that cognitive inefficiency could be a partial cause of mental illness”
(Nelson et al., 1990, p.361).
An alternative view may be found in Frith’s (1992) attempt to comprehensively 
characterise the cognitive neuropsychology of schizophrenia. Rather than premorbid 
‘cognitive inefficiency’ being causal to schizophrenia, Frith proposes that intellectual 
decline accompanies the ‘negative’ features of schizophrenia which include an inability 
to generate new responses to stimuli (i.e. perseveration). If the disease process 
damages the brain systems responsible for willed actions, then intellectual decline and 
perseveration are observed. Negative symptoms in schizophrenia indicate more severe 
brain abnormality than positive symptoms, which may initially occur purely on the
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basis of neurotransmitter imbalance. Negative features reflect structural damage and are 
unresponsive to treatments which act at a chemical level. For a full description of this 
theory, see Frith (1992; especially chs. 4&5).
Nevertheless, there seems to be an association between low pre- and post-onset IQ and 
a diagnosis of schizophrenia. In the present study, IQ will be assessed as well as 
performance on the MCST, and any relationship will be estimated.
1.3 Estimating premorbid 10 in schizophrenia: Relationship to perseveration?
As yet, it is unclear whether decline in IQ post-onset, or premorbid IQ, is related to 
perseverative performances often seen in the card-sorting of schizophrenic patients. In 
the first instance, poor performance of schizophrenics on the MCST has yet to be 
demonstrated. ,
The Revised National Adult Reading Test (NART: Nelson and Willison, 1991) is 
considered to provide a reliable estimate of premorbid IQ (e.g. Crawford et al., 1988), 
•won the assumption that vocabulary tends to remain relatively unimpaired in many forms 
of dementia (Lezak, 1995). Dalby and Williams (1986) found that reading ability was 
as good as controls in a group of schizophrenic patients, despite considerable 
intellectual decline in other areas. They conclude that reading ability can be used in 
schizophrenia to reliably estimate premorbid levels of functioning.
In the NART the patient is given a list of 50 written words and must pronounce each 
one correctly. Clinicians often compare the estimated premorbid IQ with a current IQ. 
This represents the person’s intellectual decline. A difficulty with the NART is that the 
‘floor’ estimate of premorbid IQ (raw score=0) is 73. Therefore it is insensitive to the
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learning disabled population.
Crawford et al. (1995) used the NART to estimate premorbid IQ in a group of 18 
patients with a diagnosis of schizophrenia. They found that the patients approximated 
the population in their estimated premorbid IQ (mean=100.0[sd=12.7]) despite 
considerable variability in the scores of the patients. This finding is inconsistent with 
the follow-back study of Jones et al. (1994), although in a less recent study Crawford 
et al. (1992) had found that 29 patients receiving care in the community showed NART 
scores that were no lower than controls matched for age, sex and education. Therefore, 
the NART scores of schizophrenics may or may not reflect relative premorbid 
inefficiency of general intellectual functioning.
It is possible to construct a ‘decline coefficient’ for each patient by subtracting the 
NART IQ estimate from a current WAIS-R IQ. In the present study, this figure will 
enable an investigation of the relationship between decline in IQ and the degree of 
perseverative responding on the MCST.
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1.4 Aim of the Study and Hypotheses
The aim of this study is to estimate the relationship between perseveration as measured 
by the MCST and decline in intellectual functioning as measured by the estimated 
decline in general intellectual functioning (IQ). The decline will be measured by 
comparing the estimated premorbid IQ on the revised NART with a post-diagnosis 
WAIS-R IQ.
One would not expect card-sorting ability to be independent of overall intellectual 
functioning (Lezak, 1995). Therefore, the first hypothesis is that Current IQ correlates 
negatively with the number o f perseverative responses on the MCST. Should this 
hypothesis be supported then MCST performance will have to be viewed in the context 
of overall intellectual functioning by clinicians.
It is necessary to examine whether premorbid IQ is related to perseveration. Frith
(1992) has suggested that the disease process results in negative features of 
schizophrenia, such as perseveration, rather than low premorbid IQ being causal. 
-Therefore, the second hypothesis is that estimated premorbid IQ is not correlated with 
perseveration scores.
On the basis of clinical observation the author was keen to investigate the relationship of 
decline in intellectual functioning to perseveration as measured by the MCST.
Therefore the main hypothesis is that the estimated decline in intellectual functioning is 
correlated with perseveration.
A  small control group of patients who had suffered prefrontal lobe damage, mainly in 
Road Traffic Accidents (RTAs) was available. On the ‘frontal lobe hypothesis’ one
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would not expect that the performance of the schizophrenic group to be markedly 
superior to this group. Nevertheless this study is mainly concerned with relationships 
between variables rather than group comparisons.
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2. Method
2.1 Rationale
There have not been any previous studies which have correlated the MCST and 
WAIS-R IQ or decline in IQ in patients with schizophrenia. The study is essentially 
correlational, although some limited group comparisons are made. These were 
preliminary investigations; a larger prospective study with control groups, and more 
power could replicate the findings.
This is a retrospective study of cases which were referred to a clinical psychologist for 
neuropsychological testing over a year. The data was available for ongoing analysis 
following a previous study, during which informed consent had been provided by the 
patient or the patient in consultation with a relative. It had been explained that the data 
would be held for a set period of time, in order that further analyses could be carried 
out. There was also no deviation from normal clinical practice, and previous ethical 
approval continued to apply.
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2.2 Sample and power issues
The 26 schizophrenic participants had all received a diagnosis consistent with 
DSM-III-R criteria. There were 17 men and nine women. These participants were in­
patients in a large psychiatric hospital. The 11 controls had all experienced road traffic 
accidents (RTAs). There were six men and five women. Nine of these controls were 
known to have received frontal lobe damage through medical investigations (e.g. 
Magnetic Resonance Imaging), though exact information on the site of the lesion in 
each case was not available. Two of the cases were considered to have ‘probable’ 
damage to prefrontal brain tissue. Unfortunately, psychiatric records were not available 
for the purpose of statistical control of medication levels.
Characteristics of the two groups are shown in Table 1. Those people who did not 
speak English as their first language, or could not read the NART items because of poor 
eyesight, were not included. The relatively large standard deviations indicate that non- 
parametric analyses are appropriate, although the IQ and NART statistics are not 
markedly different from those shown in a large group of schizophrenic patients by 
Nelson et al. (1990). A series of Mann-Witney U tests failed to demonstrate any 
significant differences on any of these variables between the groups.
Cohen (1992) suggests that a sample size of 26 is only sufficient to detect relatively 
large statistical effects which really exist in given population, and Altman (1991) 
demonstrates that at a 5% significance level this number of participants has an 
approximate chance of correctly identifying a null correlation of 49%. Therefore, 
correlations which fail to reach significance should be viewed with caution.
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2.3 Assessments
The following assessments were administered: the Wechsler Adult Intelligence Scale- 
Revised (WAIS-R: Wechsler, 1981); the Revised National Adult Reading Test (NART: 
Nelson and Willison, 1991); and the Modified Wisconsin Card Sorting Test (MCST: 
Nelson, 1976). Estimates of premorbid intellectual functioning were calculated from 
the reading scores as shown in the NART manual (Nelson, 1982).
The WAIS-R provides a measure of general intellectual functioning which is a 
composite score built from several subtests, which examine both verbal and non-verbal 
functions (Lezak, 1995). Although a degree of divergence is to be expected between 
subtest scores, adults with good verbal ability will also tend to have good non-verbal 
ability, i.e. a given valid IQ reflects the fact that cerebral regions serving different 
intellectual functions will tend to be proportional.
There were two sessions for each patient to be assessed. The WAIS-R was 
administered during the first session, and the MCST and the NART in that order during 
«the second session.
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Table 1. Age, intellectual level, estimated premorbid IQ and estimated decline in 26
schizophrenic and 11 brain-injured patients
Schizophrenia Brain-injured
mean (sd) mean (sd)
Age 34.4 (13.2) 31.1 (14.0)
WAIS-R (present IQ)
Full Scale 85.6 (14.1) 90.3 (10.7)
Verbal 90.2 (15.2) 94.7 (12.2)
Performance 82.8 (13.4) 87.1 (11.0)
NART
Full Scale 96.8 (13.6) 95.4 (13.1)
Decline estimate 11.2 (10.1) 15.1 (11.2)
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3. Results
3.1 Summary Findings
It is recommended by other authors (e.g. Nelson, 1976; Van den Broek et al., 1993) 
that the patients who fail to achieve a full six categories should be given special 
consideration. The proportion of the group who achieve six categories should also be 
noted. In this study, 9 out of 26 (35%) of the schizophrenic patients did not achieve six 
categories, with 5 out of 11 (45%) of the controls failing to achieve this number. A chi- 
square test demonstrated that these were similar proportions (%2=3.87, n.s.).
Therefore, the groups did not differ on the number of patients achieving six categories.
The patients' pattern of performance can be viewed in Table 2. A series of Mann- 
Whitney U tests using the data from all participants failed to detect group differences on 
any of the MCST measures. The size of the sample is insufficient to refute group 
differences in the populations. However, the group of patients with frontal 
impairments presented by Nelson (1976) showed consistently higher error scores than 
"those of the two groups examined here, and the patients in this study who scored less 
than six categories had higher error scores of all types than Nelson's control subjects.
It is unsurprising that patients with schizophrenia will often perform poorly on a card 
sorting tests such as the MCST. A further study may include more extensive 
comparisons with brain-injured and control groups. However, the foci of this study are 
the relations of premorbid intellectual functioning, decline in intellect, and 
perseveration. These results will now be examined.
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Table 2. Performance on the MCST for the schizophrenia and brain-injured groups
All patients
Schizophrenia 
mean (sd)
Brain-injured 
mean (sd)
Categories Achieved 5.0 (1.9) 5.1 (1.7)
Total Errors 11.7 (10.6) 10.9 (8.7)
Perseverative Errors 
(Milner) 5.0 (5.6) 5.2 (7.9)
Perseverative Errors 
(Nelson) 4.0 (5.4) 3.1 (6.5)
%PM errors 45 (27) 37 (22)
% PN errors 22 (21) 16 (26)
Patients achieving fewer than six categories
Schizophrenia Brain-injured
(n=9) (n=5)
Categories Achieved 3.2 (1.5) 3.6 (1.5)
Total Errors 21.3 (9.6) 17.4 (7.7)
Perseverative Errors 
(Milner) 8.4 (7.2) 9.2 (10.0
Perseverative Errors 
(Nelson) 8.6 (5.5) 5.4 (8.8)
%PM errors 42 (23) 45 (26)
% PN errors 37 (13) 29 (19)
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3.2 Hypothesis 1:10 and MCST performance
Van den Broek et al. (1993) point out that intellectual ability is likely to influence scores 
on the MCST. Therefore some examination of the relationship between IQ and MCST 
performance is required. The MCST scores of all subjects were correlated with IQ 
scores at the time of testing, as measured by the WAIS-R. Using Spearman’s rank 
correlations, it was found that the % PN score was significantly correlated with IQ 
(rho=-0.34, p<0.05). This score is widely viewed as the most meaningful score of the 
MCST (Van den Broek et al., 1993). This result was also found when the scores of the 
schizophrenic group were examined alone (rho=-0.37, p<0.05). The relationship of % 
PN errors and IQ was not significant in the ‘frontal’ control group, but this may have 
been due to the small size of the group.
Therefore, the performance of the schizophrenic patients in this study was related to 
general intellectual level, as proposed by Van den Broek et al. (1993).
*3.3 Hypothesis 2: Perseveration and premorbid 10
Nelson et al. (1993) suggested that it was possible that low premorbid IQ might account 
for neuropsychological impairments which follow diagnosis of schizophrenia in many 
cases. In this study it was hypothesised that this is not the case. To test this 
hypothesis, the estimated IQ from the NART was correlated with MCST scores in the 
same way as IQ. Again, Spearman’s rank correlations were used. No significant 
correlations were observed. However, with such small samples it is not possible to 
discount the influence of premorbid functioning with any certainty.
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Although these results do not conclusively refute Nelson et al. (1993), they are at least 
consistent with Frith's (1992) assertion that perseveration is a negative symptom of 
schizophrenia and cannot be predicted from a measure of premorbid functioning.
3.4 Main Hypothesis: Perseveration and decline
A Friedman test was computed to test if the estimated decline in the participants’ IQ was 
significant. This test is the non-parametric equivalent of a repeated-measures Analysis 
of Variance. A significant decline was found, both in the overall sample (n=37, test 
statistic^.26, p<0.01) and in the schizophrenic participants alone (n=26, test 
sta tistically , p<0.01).
Spearman’s rank correlations were computed once again, this time to estimate the 
relationship between decline in IQ as estimated by subtracting the WAIS-R IQ from the 
estimated NART IQ. The results were striking. For all subjects, decline was correlated 
with categories achieved (rho=-0.36, p<0.05), as well as total errors (rho=0.43, 
p<0.05), the number of PN errors (rho=0.61, p<0.01), the number of PM errors 
*(rho=0.48, p<0.01), and most strongly with % PN errors (rho=0.63, p<0.01), but not 
with %PM errors (rho=0.23, n.s.). The relationship of decline in IQ and the %PN 
errors is shown graphically in Figure 1. It can be seen that although there are individual 
cases where perseveration and decline appear to have no relationship, a moderate 
correlation is observable in the groups as a whole.
On analysis of the schizophrenic patients alone, decline was correlated significantly 
with the number of PN errors (rho=0.44, p<0.05), and number of PM errors 
(rho=0.33, p=0.05), and again, most strongly with % PN errors (rho=0.47, p<0.05). 
However, it was not significantly associated with categories achieved, total errors, or
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% PM errors.
These results suggest that decline in intellectual functioning across the course of 
schizophrenia is related to the neuropsychological impairments measured by 
performance on the MCST. As such, these results support the main hypothesis of this 
study.
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Figure 1: Estimated decline in 10 and the percentage of PN errors on the MCST
The filled circles refer to the patients with frontal brain injury, and the open circles refer 
to the patients with schizophrenia. The regression line is included as an aid to visual 
inspection, and only reflects the schizophrenic patients.
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4. Discussion
4.1 Hypotheses
To return to the original hypotheses set out in the introduction to the study, all of the 
hypotheses received some degree of support. In the first instance, it was found that 
perseverative performance on the MCST was correlated with the person’s IQ at the time 
of testing. This is direct support for the hypothesis presented in Van den Broek et al.
(1993) that intellectual level accounts for much of the variance in group performances 
on the MCST. This result is more important because Nelson (1976) had proposed that 
the % PN score should be basis for deciding if a person’s performance suggests 
cerebral pathology.
Secondly, it was hypothesised that premorbid IQ would not be related to performance 
on the MCST, based on the theoretical position that low premorbid IQ is not causal in 
schizophrenia. It was found that the NART IQ was not related to any of the MCST 
scores, which is consistent with the hypothesis. This finding is consistent with Frith 
-(1992), who suggests that more severe structural damage, which only develops during 
the course of the illness, leads to ‘negative features’ of schizophrenia, such as 
perseveration.
The main hypothesis of the study was that decline, computed from the subtraction of 
the WAIS-R IQ from the NART IQ, would be related to MCST performance. It was 
found that in the overall group, all measures on the MCST were correlated with decline, 
except total errors. In the schizophrenic patients alone, decline was correlated with the 
number of PN errors, the number of PM errors and the % PN errors score. These 
findings strongly suggest that intellectual decline and perseveration are related. These
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findings are more striking because of the highly skewed distributions produced by 
group performances on the MCST.
4.2 Shortcomings of the study
Completely satisfactoiy control is almost impossible when studying schizophrenia, 
because there is no other group receiving similar medications and living in and out of 
institutions (Frith, 1992). Nevertheless, future studies could record medications and 
correlate, or possibly groups who are medicated could be compared with groups who 
are not medicated. In addition, the length of time since diagnosis can be included, 
although age might account for this effect to some extent, since schizophrenia tends to 
be diagnosed around particular times of life, most often at late adolescence or early 
adulthood (Frith, 1992; Gelder et al., 1983).
When viewing the error patterns, those patients achieving less than six categories can be 
considered as showing the most meaningful scores, following Nelson (1976) and Van 
den Broek et al. (1993). This results in even more loss of statistical power when using 
-inferential tests.
On this occasion, it was not possible to account for the effects of medication, 
institutionalisation, or ‘positive symptoms’. Schizophrenic patients receive large doses 
of neuroleptics, plus other drugs, some of which counteract side-effects. Some of 
these, particularly anticholinergics and ‘minor’ tranquillisers can cause minor memory 
impairments (Frith, 1984).
However, Randolph, Goldberg and Weinberger (1993) found that the effects on 
medication on neuropsychological test performance were minimal, with the possibility
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of a slight improvement in attention. Specifically in terms of the executive functions, 
Berman, Zee and Weinberger (1986) found that the presence of medication was not 
related to WCST performance. Gold and Hurt (1990) demonstrated that the presence of 
symptoms does not affect performance on neuropsychological tests, because their 
participants scored equivocally when (1) their symptoms were florid and (2) when their 
symptoms had been controlled by medication.
Finally, Harrow, Marengo, Pogue-Geile and Pawelski (1987) compared the abstract 
thinking and IQ of continually institutionalised schizophrenics and those who were 
intermittently institutionalised. They found no group differences. Patients who have 
never been institutionalised show similar levels of negative features and 
neuropsychological impairments to those who have (Johnstone, Owens, Frith and 
Calvert, 1985; Leach and Wing, 1980).
On the matter of statistical power there is reason for caution. In particular, the number 
of patients in the study implies that there is a high chance of incorrectly accepting that a 
non-significant correlation in the sample is also true of the population (c.f. Cohen,
-1992). Therefore, there may well be a correlation between premorbid IQ and 
perseveration in the population of patients with schizophrenia, even though there was 
not such a correlation in the sample.
To place the study in context, some findings reproduced from other studies of the 
MCST and the WCST are collated in the Appendix. Using the MCST, Nelson (1976) 
found significant differences between groups of neuropsychological patients averaging 
only 13 patients, the lowest number being 8 and the highest 21. Similarly, Haut et al. 
(1996) found significant differences on the WCST using only 11 schizophrenic 
patients, and fifteen patients with frontal lobe lesions.
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The reader will note from Appendix 1 that the number of PM errors in the schizophrenia 
patients in the present study were similar to the controls of Nelson's original study, 
which is not true of studies examining the WCST. This may imply that runs of six 
correct responses are insufficient to separate controls and patients with schizophrenia, 
but again with small samples and no means of testing this difference for significance, 
caution is required.
There is one further methodological issue. Some authors have suggested that the 
performances of schizophrenics with a subtype diagnosis of ‘paranoid schizophrenia’ 
are more ‘perseverative’ in their performance on card sorting tests (Abbruzzese et al., 
1997; Butler et al., 1992) but other studies do not support this view (e.g. Bosse et al., 
1991; Bomstein et al., 1990). It was decided that further analyses of the schizophrenic 
group’s performance by subtype diagnosis would have resulted in unacceptable loss of 
statistical power.
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4.3 Implications for clinical practice
Clearly, the intellectual ability of a person who has received a diagnosis of 
schizophrenia should be considered when reporting their performance on the MCST. 
Most clinical neuropsychologists would already do this as a matter of course, but this 
study provides concrete evidence of the effect of current intellectual functioning on 
perseveration, and underlines the shared variance of IQ and executive functions. Some 
authors suggest that certain executive functions and IQ can vary independently within 
individuals (e.g. as in persons with autism; e.g. Ozonoff, Pennington and Rogers,
1991). Yet low IQ must set limitations on a person’s volition, planning, purposive 
action, and effective performance.
It appears from these results that perseveration is related to decline in IQ rather than 
premorbid intellectual impairments. It is not clear whether the control of florid 
symptoms via medication also arrests neuropsychological deterioration, but since most 
persons receiving a diagnosis also receive medication, one would not expect so. In 
advising family members or professionals, the neuropsychologist may view the 
-increasing tendency of the patient to perseverate in everyday situations, and the decline 
in their overall intellectual functioning, as different elements of the same process. Since 
it was impossible to discriminate the groups presented here on their IQ or MCST 
performance, there may be a ‘dysexecutive’ element to schizophrenia which is 
analogous, though certainly not identical, to the dysexecutive syndrome sometimes seen 
in patients with a brain injury of the frontal lobes.
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4.4 Theoretical Implications
The results are consistent with a chronic decline (in some patients) of 
neuropsychological functioning, represented by a general decline in test performance. 
The average estimated decline of the schizophrenic patients in this study was some 11.2 
IQ points, and was 12.9 IQ points in the study by Nelson et al. (1990). This decline 
appears to be related to the degree of perseveration on the MCST.
This phenomenon might be explained by a model of subcortical dementia as proposed 
by Pantelis, Barnes and Nelson (1992). In this model, the basal ganglia and the 
thalamus have a central role. Pantelis et al. (1992) argue that there are similarities 
between schizophrenia and known subcortical dementias in terms of clinical features, 
the pattern of neuropsychological deficits, pathology, biochemistry and data from brain- 
imaging studies.. Certainly it is feasible that certain features described in patients 
receiving a schizophrenia diagnosis, such as negative symptoms and disturbance of 
movement, reflect subcortical pathology. Furthermore, the authors argue that only 
some schizophrenic patients have been shown to have neuropsychological impairments 
-which are ‘frontal’ in nature. They suggest that such impairments are explicable in 
terms of subcortical deafferentation of the prefrontal cortex.
However, Elliott et al. (1995) propose a neurodevelopmental model to explain the 
perseveration shown by patients with schizophrenia. They found that there was a 
specific set-shifting impairment in schizophrenic patients matched to controls by 
education and age, even where IQ was preserved in a subgroup of patients. In their 
study the WCST was presented to patients and controls in computerised form.
Although the schizophrenic patients perseverated on the test, they were unimpaired on a 
'learned irrelevance' condition where they were asked to shift to an irrelevant dimension
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of sorting and ignore the relevant one. The authors add that the tasks are so comparable 
that deficits in working memory cannot be responsible for the perseveration. It is 
unlikely that such a specific impairment would be consistent with a subcortical 
dementia, although they might co-exist in some patients.
The notion of schizophrenia as a neurodegenerative disorder was strongly rejected by 
Frith (1992). Although some patients have been shown to have enlarged ventricles, 
repeated brain scans do not reveal that this enlargement is progressive (Gattaz, 
Kohlmeyer and Gasser, 1991). Some patients with enlarged ventricles have had scans 
before the onset of symptoms, and these have also shown enlarged ventricles 
(O’Callaghan et al., 1988; Weinberger, 1988b). Also, degenerating brain tissue leaves 
behind gliosis (scar tissue). Although some brains of schizophrenic patients have been 
found to have gliosis, most have not (Roberts and Bruton, 1990). Therefore, Frith 
(1992) suggests that schizophrenia must be a neurodevelopmental disorder, with an 
early, fixed pathology which becomes manifest during the course of brain maturation.
A model of frontostriatal dysfunction which might account for the features of 
-schizophrenia was proposed Elloitt et al. (1995) following a theory postulated by 
Robbins (1990). Like Pantelis et al. (1990) they point out that a frontal lobe hypothesis 
of schizophrenia is too straightforward because there are features of some patients 
which cannot be accounted for by purely neocortical structures. Instead, the features of 
schizophrenia could be explained by alterations in neural activity anywhere in functional 
cortico-striatal loops (c.f. Alexander, DeLong and Strick, 1986). That is, the executive 
functions require many cortical actions, which are interdependent, and so schizophrenia 
is unlikely to be localised to any particular region of the brain.
Nonetheless, Elliott et al. (1995) do suggest that schizophrenia involves fronto-striatal
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dysfunction, because several functional loops require, at some point, fronto-striatal 
activity for their completion. This accounts for some degree of similarity between 
groups of schizophrenic patients and those with prefrontal brain injuries, whilst at the 
same time, for the failure to find a ‘schizophrenic lesion’.
A further finding against the idea of a subcortical dementia was provided by Chen,
Lam, Chen, Hguyen and Chan (1996) who examined the neuropsychological profiles 
of 204 schizophrenic patients from Hong Kong. They found that although patients 
with longer illness duration had poorer verbal memory function, there was no evidence 
that length of illness was related to cognitive decline on the WCST. This suggests that 
there is no progressive decline in cognitive functioning as one would expect in a cortical 
or subcortical dementia.
In a factor-analytic study, Rowe and Shean (1997) examined the WCST performance of 
50 in-patients with schizophrenia. They assessed positive and negative symptoms as 
suggested by Andreasen (1984a, 1984b). It was found that nine symptom variables 
could be reduced to three factors which relate to WCST performance; psychomotor 
poverty, cognitive disorganisation, and reality distortion. In patients with high 
cognitive disorganisation, coaching and incentives were unhelpful in improving 
performance on the WCST. It was also found that the number of perseverative errors 
was not correlated with disorganisation symptoms when the effects of IQ were 
removed. Therefore, the authors argue, there may be different underlying deficits 
(factors) reflected in poor WCST performance, some of which can be helped by 
coaching and incentives, and others which cannot.
Unfortunately, there is equivocal evidence that the WCST is specifically a test of frontal 
lobe functioning (see Lezak, 1995). Therefore, the fronto-striatal hypothesis is not
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only complicated by the interdependent nature of his hypothesised cortico-striatal loops, 
but also by limitations in the conclusions which can be drawn from the WSCT. Further 
research is required to clarify the significance of card-sorting deficits in schizophrenia; 
in particular, whether it is a feature of special interest in this disorder, or whether it is 
just something which is associated with many conditions which tend to impair general 
neuropsychological functioning.
The assumption that schizophrenia is a valid scientific construct in the first instance has 
been criticised (c.f. Boyle, 1995). At the other extreme, Frith (1992) has suggested 
that a single cognitive process might link the signs and symptoms of schizophrenia to 
abnormal brain functioning: metarepresentation. This is the cognitive function which 
allows us to be aware of our goals, our intentions and the intentions of others, and Frith 
argues that it has gone awry in schizophrenia (for a full explanation, see Frith, 1992). 
However, a generally accepted model of the neuropsychology of schizophrenia remains 
elusive.
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5. Conclusions
This preliminary study has successfully investigated the relationship of cognitive 
decline and perseveration. Nelson et al. (1993) had shown that one can expect 
considerable intellectual decline over the course of schizophrenia, and this was 
replicated using a repeated-measures non-parametric analysis in the present study. A 
larger prospective study could include a control group matched for age, sex and 
educational attainment. It would be informative to include groups with frontal and non- 
frontal lesions of the brain, and to control for medication, level of positive and negative 
symptoms, and length and continuity of institutionalisation.
The most important finding of this study is the correlation between the estimated general 
intellectual decline, and the degree of perseveration in the schizophrenic patients. The 
implications of this finding are to reinforce the view that neuropsychological test 
performances cannot be interpreted in isolation, and to challenge the view that 
premorbid intellectual impairments are predictors of neuropsychological impairments 
post-onset.
It has been argued that the decline in intellectual functioning and associated impairments 
in abilities which are measured by the MCST, might be explained by a model of fronto- 
striatal dysfunction (Elliott et al., 1995). However, this complicated model remains 
largely hypothetical, and no straightforward relationship between card-sorting and 
changes in neural functioning has been established as yet. Recent research suggests 
that within the schizophrenic population, there may be several factors underlying 
impaired card-sorting performance (Rowe and Shean, 1997), and there are certainly 
specific cognitive features of schizophrenia other than perseveration (Bryson, Bell and 
Lysaker, 1997).
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Appendix.
Wisconsin Card Sorting Test: Results from concurrent studies of schizophrenic patients 
including indication of the significance (p<0.05) of differences in PEs between schizophrenic 
patients and controls
n (schiz CA PEs
1GO
group) m (sd) m (sd) groupi
(y/n)
Gold et al. (1997) 36 4.1 (3.1) 24.6 (16.9) y
Abbruzzese et al. (1997) 60 19.8 (10.8) y
Haut et al. (1996) 11 3.9 (1.9) 29.2(11.7) y
Crawford et al. (1995) 18 14.2 (13.4) y
Franke et al. (1992) 73 4.3 (2.1) 7.7 (6.1) y
Bomstein et al. (1990) 55 16.0 (18.0) y
Modified Wisconsin Card Sorting Test: Largest and smallest sub-group sizes (several clinical 
groups are presented in each study) and indication of significance (p<0.05) of differences 
between patients and controls
smallest n largest n significant 
group diffs 
(y/n)
population
Nelson (1976) 8 21 y head injury
Bondi et al. (1991) 23 33 y dementia
Van den Broek (1993) 6 25 y various
lesions
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Abstract
Self-harm amongst the young, whether attempted suicide or parasuicide, is often 
associated with psychological dysfunction in the individual and their family. Suggested 
reasons for this behaviour include interruption of experience, appeal for help, or 
cessation of life (Teggart, 1996). The purpose of this study was to review 104 cases of 
self-harm receiving a mandatory appointment at a psychiatric clinic after attendance at an 
Accident and Emergency department over a two-year period. National trends in 
juvenile self-harming and associated variables were hypothesised in the sample, and six 
cases where self-harm was repeated within the study period were closely examined.
Higher risk of further self-harm estimated by clinicians was associated with being 
female, previous treatment for self-harm, family conflict, and not simply 
‘experimenting’. More attempts at self-harm were predicted by previous treatment and 
sexual abuse. Those who repeatedly self-harmed in the study period had at least one 
risk factor present and most had more than one. Males were more likely to have been 
experimenting with alcohol rather than deliberately self-harming with suicidal ideation, 
but a substantial sub-sample of males took a medication overdose.
These findings concur with other research (e.g. Hawton and Fagg, 1992). In addition, 
this sample had an unusually high incidence of previous attempts and previous 
psychological or psychiatric treatment. Those who repeatedly self-harm may be more 
likely to want cessation of life rather than interruption or appeal. Gender effects in the 
self-harming population may subtly influence risk assessments by clinicians.
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1. Introduction
It is very important to regularly review psychological services for children and 
adolescents who self-harm. Although only a small number of cases actually result in 
death (e.g. Shaffer, 1974), self-harm indicates severe distress and must be taken very 
seriously by clinicians as there are probably associated psychological problems, and an 
increased risk of future suicide (Gelder, Gath and Mayou, 1983). This study attempts 
to inform current practice by examining some of the factors associated with self-harm 
cases referred to a particular child psychiatric clinic, as recorded on a structured 
assessment form. Before examining the findings, it is necessary to summarise recent 
trends in self-harm behaviour.
In the UK during the 1960s and 1970s the problem of attempted suicide grew to be one 
of the major health problems of adolescents (Hawton, 1986), a pattern which was also 
observed in other parts of Europe (Diekstra, 1985). This increase was most marked in 
teenage girls. For example, in Edinburgh between 1968 and 1975, Kreitman and 
Schrieber (1979) detected a 250% increase in general hospital referral rates for self­
poisoning or self-injury by girls in the 15-19 year age group. In 1975, more than 1 in 
100 girls in this age group was referred to hospital following self-harm.
Deliberate self-poisoning is by far the most common method of self harm which 
follows suicidal ideation (Hawton and Fagg, 1992). In Oxford and surrounding 
districts, Hawton and Goldacre (1982) found a further increase in attempts after the 
1970s, but this was less marked than reported by Kreitman and Shreiber (1979) for 
1968-1975. Between 1974 and 1979, rates of admission to hospital for self-poisoning 
in the Oxford area had increased by 28% in 12-20-year-olds. A similar study found 
evidence of a small decline in self-poisoning between 1980 and 1985, the decrease
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being more marked in older teenage girls (Sellar, Goldacre and Hawton, 1990). By 
1985, the rate of self-poisoning in 12-20-year-olds was identical to that reported in
1975.
A number of studies have examined the characteristics of adolescent suicide attempters 
(for a review, see Hawton, 1986), although most have been cross-sectional studies. In
1976, Hawton and colleagues established a system for monitoring attempted suicide 
referrals to the general hospital in Oxford, so that longitudinal data and trends over time 
could be examined.
Several major findings were presented in Hawton and Fagg (1992). From the data in 
Oxford between 1976 and 1989, the authors estimated a total of 18,000 to 19,000 cases 
of self-poisoning and self-injuiy in the UK annually. Although self-poisoning with 
minor tranquillisers declined over the period studies, the use of paracetamol rose 
sharply, so that by 1988-1989 it accounted for 48.3% of the reported overdoses.
Many factors were associated with attempts. Substantially more females made suicide 
w attempts. The most common associated factor was 'relationship difficulties' (68.7%), 
especially in females, with alcohol and drug problems also being common, especially in 
males. Psychiatric disorders were relatively rare (3.5%). Where people were self- 
injuring rather than self-poisoning, cutting of the wrist was most common (84.6%), but 
males were more likely to use methods which were very likely to result in death, such 
as jumping from a height, gunshot, drowning, or asphyxiation. However, there was 
substantially less self-harming than self-poisoning in the period studied.
The finding that psychiatric disorders were relatively rare is surprising. In the United 
States, a epidemiological study by Lewinsohn, Rohde, and Seeley (1996) estimated that
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40% of depressed adolescents in the state of Oregon had made a suicide attempt. In a 
further study, Hawton, Fagg, Platt and Hawkins (1993) demonstrated several factors 
which were associated with suicide after 'parasuicide' (attempted unsuccessful) in 
adolescents. These were social class V, unemployment, previous inpatient treatment, 
substance misuse, personality disorder and the number of previous attempts. 
Multivariate analysis found that the factors which most satisfactorily discriminated the 
attempters from controls were substance misuse and previous inpatient psychiatric 
treatment. These comparisons were made with controls who had attempted 
'parasuicide' but not died. Controls were matched for age and sex.
The motives for self-harm may be diverse, but interviews with those who make 
attempts have revealed three common reasons; cessation (stopping conscious experience 
for ever), interruption (stopping conscious experience for a while) and appeal 
(mobilising others or changing their behaviour). Many attempts appear to be a 
combination of interruption and appeal, but where it is cessation, more deadly methods 
may be used (Teggart, 1996).
,, However, a variety of inter-personal, social and psychological factors have the potential 
to influence the choice to attempt suicide or not. Social factors are apparent in cross- 
cultural comparisons. For example, in Denmark, suicide has traditionally been seen as 
an individual's right. The rate of deaths in Denmark in 1991 to 1992 due to suicide was 
38 per 100,000 in comparison with 11 per 100,000 in Britain and 12 per 100,000 in the 
United States (Dolley, 1994). Social conditions in Denmark are relatively good, and 
there is relatively little social isolation. In France, the rate of suicide in 1991-1992 was 
also relatively high (20 per 100,000) and this is widely believed to be due to the social 
isolation of rural French communities coupled with increasing problems of 
unemployment (Institut National de la Santé et de la Recherche Médicale, 1994, cited in
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Dorozynski, 1994). Suicide rates are much lower in French cities. The highest rate of 
young suicides is in Australia. More Australians now kill themselves than are killed in 
road accidents, and as in France, there are more suicides in rural areas. Two-thirds of 
the changes in suicide rates between 1907 to 1990 in young Australian men can be 
explained statistically by changes in unemployment.
The present study is a review of 104 cases of self-poisoning and self-harm which were 
referred to a psychiatric service for children and families, over a two-year period. The 
purposes of the study were:
• to examine whether the referred population reflects national trends in the 
methods of self-injury, history of self-harm, and psychiatric history.
• to examine the influence of variables associated with self-harm in previous 
research on estimated risk and the number of reported episodes of self-harm.
• to more closely examine the characteristics of six cases in which there has been 
more than one incident of self-harm within one year, given that repeated self- 
harm is associated with a higher risk of a successful suicide at a later date.
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2. Method
2.1 Rationale
This is a retrospective examination of the self-harm data recorded during all assessment 
interviews following referrals to a child psychiatric clinic from Accident and Emergency 
(A&E). The population of referrals was from urban and rural areas. The study is 
essentially exploratory, although comparisons with previous surveys are made.
Medical ethical approval had been provided at the beginning of the study period (prior 
to January 1995). Several clinicians had indicated that the study would be useful. 
Several factors (e.g. a history of abuse) appeared to them to indicate increased risk, but 
they required statistical confirmation of these suspicions.
2.2 Assessment Form
Each referral for self-injury was followed by a 'duty' appointment within 48 hours for 
assessment. At this assessment two clinicians were present, and would fill in a record 
•v form for the purposes of the study. The form asks for personal information including; 
demographic characteristics, the method of self-harm, the history of self-harm, whether 
the person appears depressed, any recorded history of physical, sexual or emotional 
abuse, special educational needs, and associated factors. Recorded associated factors 
included family conflict, family stress, school difficulties, partner problems, whether 
the self-harm was unintentional “experimentation”, bullying, social isolation, ill-health, 
bereavement, and police involvement.
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2.3 Participants
In all 77 females (mean age 14.1 years) and 21 males (mean age 14.5 years) were 
referred. All patients gave consent to have the data recorded anonymously for audit. 
The youngest patient was 7 years and the oldest 17, but the ceiling age was artificially 
low because only people less than 18 years are seen within the service. The distribution 
of the ages was normally distributed with an observable peak at 14-15 years. Some six 
of the cases were people who repeated within a year of their first assessment during the 
study period. Characteristics of these six cases are given particular consideration in the 
results.
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3. Results
3.1 Method of Self-Iniurv
The first results to be considered are the methods used to self-injure. These can be 
viewed in Table 1, with percentages shown as well as raw figures for ease of 
comparison between males and females. It can be seen that the females were 
predominantly taking drug overdoses (which in most cases was paracetamol, although 
no exact figure was recorded). Males predominantly took alcohol and overdoses. It is 
also notable that of the less common methods, the males chose alternatives with a high 
risk of death. This might suggest a wish for cessation rather than interruption or 
appeal.
3.2 History of Self-harm and Psychiatric History
In the current sample, 38.5% of the females had received previous psychological of 
psychiatric treatment, compared with 14.7% reported by Hawton and Fagg (1992).
•v Some 38.0% of the males had received such treatment, compared with 19.5% in the 
Oxford study.
Similarly, some 42.2% of females and 28.5% of males included in this study had made 
at least one previous attempt, compared with 20.5% and 18.7% respectively in the 
Oxford sample.
Finally, 25.3% of the sample in the current study were considered to be depressed by 
the interviewer, compared with a figure of only 5.1% for all psychiatric disorders in the 
Oxford sample. This result is striking and might indicate methodological or population
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differences between the two studies. Interestingly, a study by Taylor and Stansfied 
(1984) gave a figure for psychiatric disorders in young people who self harm at 36.0%, 
and so there are wide differences between different studies.
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Table 1. Numbers of females (n=77) and males (n=21) using particular methods of 
self-harm. Percentages (within-group) are also shown where more than one case was 
recorded.
Females Males
Medication overdose 59 (75%) 6
Alcohol 5 (7%) 9
Overdose and Alcohol 3 (5%) 2
Overdose and Cutting 3 (5%) 1
Overdose, Alcohol and Cutting 1
Cutting 2 (3%)
Starvation 1
Jumping - 1
Hanging - 1
Suffocation - 1
Jumping in front of a train 1
Ideation only 2 (3%)
(29%)
(43%)
(8%)
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3.3 Inferential Findings
Two variables were available which allowed statistical estimation of factors associated 
with self-harm behaviour. These were (1) risk of further self harm (rated on a four- 
point scale by the interviewing clinician) and (2) number of attempts (previous 
attempts+1). These variables became dependent variables which might be associated 
with risk factors identified in previous studies. The two measures were correlated 
using Spearman's rank correlation coefficient (rho=0.60, p<0.001). This is consistent 
with adequate reliability.
A series of Mann-Whitney U Tests were carried out to test out the hypotheses (i.e. in 
each case that the presence or the absence of the characteristic would correspond to 
changes in the risk variable and number of attempts). The results are summarised in 
Table 2.
It can be seen that number of attempts was associated with previous treatment and 
sexual abuse, whereas estimated risk was associated with gender (females more at 
*v risk), previous treatment, depression, and family conflict. Note that experimentation 
was associated with lower estimated risk, and was carried out almost exclusively by 
males with alcohol. However, insufficient variance was present to cany out analyses 
on social isolation, ill-health, bereavement or police involvement. The finding that 
previous treatment is associated with the dependent variables is consistent with Hawton 
et al. (1993).
The reader is asked to note that with such a high number of analyses (26), between one 
and two significance tests would be expected to reach a probability of 0.05 purely on 
the basis of chance. In the event, seven out of 26 analyses (27%) were found to be
27&
significant Five out of the seven were significant at the 0.01 level. In view of these 
considerations the following results should be viewed with caution.
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Table 2: Mann-Whitney U Test results for (1) estimated risk and (2) the number of 
attempts at self-harm and their association with hypothesised risk factors
no. of cases Estimate of Risk Number of Attempts
where risk factor
present
U P U P
gender (males) 21 588.5 0 .0 2 723 0.17
previous treatment 40 873 < 0 .0 1 739 < 0 .0 1
emotional abuse 14 494 0.17 658 0.76
physical abuse 7 244.5 0.2 330 0.89
sexual abuse 8 282 0.19 164 < 0 . 0 1
depression 25 710.5 0 .0 3 835 0.18
special education 18 801 0.81 827 0.6
family conflict 54 852 < 0 . 0 1 1184 0.22
family stress 38 1089 0.24 1143 0.39
school difficulties 30 954 0.24 1116 0.96
partner problems 16 • 703 1.0 644 0.54
experimentation 7 587.5 < 0 . 0 1 397 0.39
bullying 12 564 0.9 535 0.84
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Some interactions were present on exploration of the data using multivariate analysis of 
variance. Where family conflict was not reported (n=49), males were less likely than 
females to receive a high estimate of risk, but where it was reported (n=54), gender was 
irrelevant (F(2,102)=7.2, p<0.05). Similarly, where no difficulties were reported at 
school (n=74), females received higher risk scores than males, but where difficulties at 
school were present, gender was again irrelevant (F(2,102)=5.6, p<0.05).
These analyses should be viewed with caution, as the data lends itself to non-parametric 
analysis, and Mann-Whitney U tests cannot test interactions between factors.
However, as they may indicate important influences of gender on clinicians’ estimates 
of risk, it is worth viewing these interactions graphically (see Figures 1 and 2).
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Figure 1 : Interaction of family conflict and gender on estimated risk
conf l ic t  no conflict
l J  ma le s
fem a le s
Note that the values shown are means (which approxim ate the m edians in all cases)
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Figure 2: Interaction of school difficulties and gender on estimated risk
□  m a le s
, B f e m a le s
d if f i cul t ie s  no  difficult ies
Note that the values shown are means (which approxim ate the m edians in all cases)
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3.4. Characteristics of “Repeaters”
Six cases involved people who self-harmed twice within the study period. All six were 
female, two aged 13, two aged 15 and two aged 16. Three had received previous 
psychological treatment, and two had been sexually abused. One was considered 
depressed. As for associated factors, four reported “family conflict”, two “family 
stress” and two had partner problems. Only one patient had neither family conflict nor 
family stress, and this person had been bullied very harshly at school, which could be 
considered severe physical abuse. These findings would appear to support the evidence 
that family conflict, previous treatment and sexual abuse are strong risk factors for self- 
harm. Again this is support for Hawton et al. (1993) amongst others. From the figure 
of six out of 104, this is a one-year repetition rate of 6.1%, which is comparable to the 
figure of 8.9% given by Hawton and Fagg (1992).
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4. Discussion
This study achieved its main aims which were to compare the findings with national 
trends, to examine the statistical influence of associated variables, and examine the 
characteristics of patients who repeatedly self-harmed within one year. The one-year 
repetition rate, the preponderance of paracetamol overdose, the female majority of 
cases, and the strong effect of previous treatment and sexual abuse were all consistent 
with national trends. However, there was a very high number of cases where previous 
treatment had occurred, and a very high number of cases where the interviewer felt 
clinical depression was present. It should be noted that psychiatric diagnosis was not 
attempted.
Some factors were identified which appear to have some bearing on the interviewer’s 
assessment of risk of future self harm and the number of attempts made, assuming the 
interviewers did not systematically adopt the number of previous attempts in order to 
predict the future risk. Some of the identified risk factors were also prevalent in the 
small group who repeatedly self-harmed within the period of study, notably sexual 
abuse and family conflict.
The person was considered ‘high risk’ where they were female, were treated before, 
were seen to be “depressed”, where there was family conflict, and where the purpose of 
the self-harm was not “experimentation”. The number of attempts was higher when the 
person had received previous psychological treatment, or where there was evidence of 
sexual abuse.
Due to the methodological constraints of the pre-existing record form, a number of 
shortcomings of the study are apparent in retrospect. Hawton and Fagg (1992)
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recorded which medication was used in overdose cases, which was not done in the 
present study. This meant that no estimate of the influence of paracetamol could be 
made accurately. This is important, because the rising incidence of paracetamol 
ingestion has significantly increased morbidity which is due to liver toxicity. The issue 
is complicated by the fact that education on the dangers of paracetamol does not seem to 
affect the rate of ingestion by self-harmers. Indeed, Collins (1993), in a letter to the 
British Medical Journal, claimed that the showing of a dramatised paracetamol overdose 
on 9 January 1993 (Casualty, BBC TV) actually coincided with an increase in 
paracetamol overdoses.
In other respects the study was also different to the Oxford study. There was no 
attempt to systematically record the presence or absence of psychiatric disorder, and no 
reference was made to standardised classification systems. It was merely the 
interviewer’s opinion as to whether the patient was “depressed”. This is simply an 
unsatisfactory procedure if systematic evaluation is to be attempted. Nevertheless, wide 
variations in psychiatric disorder among self-harmers have been reported, although 
Hawton et al. (1993) do include personality disorders as significant predictors of 
~ successful suicide following parasuicide.
Higher rates of previous treatment were also reported in this study compared with 
Hawton and Fagg (1992), and there were higher numbers of referrals where the person 
had made previous attempts. It is possible that some self-harming individuals were not 
referred when they should have been, but this does not seem likely given the policy of 
the department and the degree of rapport with the Accident & Emergency department 
which provides the referrals. One possibility is that the more rural population of 
Oxfordshire is less likely to be aware of psychological services or gain access to them, 
and so people are less likely to have encountered psychological services in the past
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when they present.
Several of the associated factors occurred with such rarity that statistical analysis was 
impossible. This means that a very large data set would be helpful, e.g. 3-5 years of 
data. In this way, the chances of missing important (but relatively rare) risk factors 
would be minimised.
Further methodological improvements for any future studies might include standardised 
assessments of psychiatric disorders, particularly depression, which is an associated 
factor in studies other than that in Oxford (see Martin, Rozanes, Pearce and Allison, 
1995; Lewinsohn et al., 1996). In addition, when assessing risk, methodological 
rigour could be improved by including a more continuous scale, and an assessment of 
inter-rater reliability for this variable. Possibly, a short assessment tool dedicated to 
risk of future self harm could be developed. This is very important as chronic repeaters 
are at a high risk of suicide (Teggart, 1996).
Gender differences appear to be important. There was a substantial number of males 
-  who had taken overdoses, but the largest group had taken too much alcohol. Of this 
group, a large proportion did not intend to self-harm. The study confirms that self- 
harm, and in particular paracetamol overdose, is a strategy characteristic of girls in 
response to extreme stress, although this is not to say that self-harming males should 
not be taken very seriously indeed. More subtly, gender may have influenced the risk 
assessments made by the therapists in the assessment interview. In the presence of 
family conflict or school difficulties, risk was equally high for males and females, but 
without the presence of these factors, females received a higher risk assessment. More 
research is required into the effects of gender on risk. It was noted that all of the one- 
year repeaters were female.
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Since the characteristics of the repeaters seem to suggest the presence of known risk 
factors, it might be beneficial for future studies to examine a large group of such 
people. Alternatively case studies, or qualitative studies of interviews with such 
patients, might inform interventions. Since three of the repeaters were undergoing 
severe forms of abuse, and four had “family stress”, it may be the inescapability of a 
traumatic life which drives repeated attempts at suicide. For some, stopping conscious 
experience for a while may be the only relief they feel they can achieve, even if it does 
entail the risk of permanent bodily damage or death. If this is no longer enough of a 
relief, cessation may seem like the only option.
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Abstract
Although there has been considerable investigation of the physical and cognitive effects 
of stroke, there has been very little study of the psychological impact on the person in 
terms of their self-image. This study is an attempt to apply the Repertory Grid 
Technique derived from Kelly (1955) to patients who have had a cerebrovascular 
accident.
From an original cohort of 52 patients, 26 people without substantial receptive language 
impairment (Mini-Mental State Score >26) were recruited to complete the Grid. They 
also completed the Hospital Anxiety and Depression Scale and the Barthel Index was 
administered, which gives some indication of functional disability.
Analysis of variance demonstrated that the patients viewed their current self more 
negatively than their prestroke self, with similar negative shifts in three constructs 
provided to all participants (independence, happiness and frustration). They did not 
expect this view of the self to improve over the next year. Regression analysis revealed 
that the presence of more (sizable) factors in the grid predicted a less dramatic change in 
self-image, but failed to demonstrate effects of age or anxiety scores. Where the data 
was not normally distributed, a significant rank correlation between the degree of 
change in self-image and depression scores was observed, and there was also a 
negative correlation between depression scores and the time elapsed since the stroke, 
but this was not observed between depression scores and the change in self-image. The 
level of functional disability was not related to change in self-image.
The study suggests that stroke has strong negative effects on self-image, which are 
related to scores on an established depression measure. Although depression might lift 
somewhat as time passes, there is no indication from the data that any future 
improvement in self-image is expected by patients. This may indicate the need for 
psychological interventions with an educational component for patients early in the 
course of rehabilitation.
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1. Literature Review
1.1 Introduction
Although there has been some investigation of the psychological effects of 
cerebrovascular accident (CVA) or stroke, e.g. its association with depression in 
surviving patients, there has been little study of the patient’s own construction of their 
post-stroke situation. In particular, there has been little study of stroke from a 
phenomenological perspective. This study is an attempt to examine how stroke may 
affect self-image, with particular reference to personal construct theory.
It is necessary to first define stroke and estimate its prevalence. Then the evidence for 
psychological consequences following stroke shall be reviewed. It will be shown that 
there are a number of particular problems which must be considered in a study of the 
psychological consequences of CVA.
A brief introduction to personal construct theory shall then be presented, followed by an 
v explanation of the Repertory Grid Technique (RGT). There has been no previous study 
using the repertory grid with patients with stroke. However, a recent study (Kennedy, 
Gorsuch and Marsh, 1995) with paraplegic and tétraplégie patients shall be examined to 
discover how a sample of patients who have experienced damage to the central nervous 
system (CNS) construct their self-image at the time of the interview, and contrast it to 
their view of their imagined self without the injury. It will be seen that the difference in 
the ratings applied to these two selves is related to a measure of depression and a 
measure of functional disability. Following this section of the review, the aims of the 
present study shall be presented.
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1.2 Stoke: Definition and Prevalence
The World Health Organisation (WHO) defined stroke as “..rapidly developed clinical 
signs of focal or global disturbance of cerebral function, lasting more than 24 hours or 
leading to death, with no apparent cause other than of vascular origin.” (Aho et al., 
1980). The symptoms of stroke are due to a sudden localised disruption of the blood 
supply to the brain; even a brief interruption of the oxygen supply can have major 
effects on the CNS.
In western developed countries around 2 people per 1,000 of the population will have a 
stroke and enter medical care (Anderson, 1992). On average, there will be 400-500 
new cases per health district in the UK each year, absorbing about 5% of all National 
Health Service expenditure, and 6% of hospital running costs (Anderson, 1992). The 
Royal College of Physicians (1992) underlined that stroke is a major cause of chronic 
disability, places extreme physical and psychological stress upon carers and is a major 
strain on health and other welfare services. Therefore, if positive psychological 
adjustment can be maximised, this can only ease the burden on carers and services.
Around 30% of the people who have a stroke die in the first month, but around 52% 
survive for more than 12 months (Aho et al., 1980). There are several studies which 
suggest that survivors are at increased risk of depression (e.g. de Haan, Limburg, Van 
der Muelen, Jacobs and Aaronson, 1995) and these psychological effects shall be 
examined below.
The term stroke actually refers to a collection of disorders with different 
neuroanatomical events taking place. More commonly, there is a thrombotic (static) clot 
in the brain which leads to starvation of the neural tissue from insufficient or absent
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blood flow (about 60-70% of all strokes; Lezak, 1995). In other cases (10-20%) there 
is an embolic clot which may have travelled from another part of the body. Both of 
these types of stroke are ‘obstructive’ or ischaemic in nature. In the remaining 20% of 
cases, there is a spontaneous rupture of a blood vessel resulting in an intracerebral or 
subarachnoid haemorrhage (King, 1991).
The main medical risk factors for stroke which have been identified are listed in Table 
1.1. It can be seen that alcohol acts in opposite directions for the different stroke types, 
which complicates the advice which physicians must give in the field of prevention and 
prevention of relapse.
Table 1.1. Identified risk factors for stroke (from Brown, 1996)
Risk Factor Cerebral Infarction Intracerebral Subarachnoid
Haemorrhage Haemorrhage
Increasing age ++ ++ +
Hypertension 4—H ++ +
Ischaemic heart disease ++ 0 0
Atrial fibrillation ++ 0 0
Diabetes Mellitus ++ 0 0
Peripheral vascular disease ++ 0 0
Raised haematocrit + 0 0
High cholesterol + 0 0
Low cholesterol 0 + 0
High plasma fibroginen + 0 0
Smoking ++ + ++
Alcohol - ++ +
Obesity + + ?
Transient ischaemic attack ++ 0 0
++, strong association; + moderate association; 0, no association; -, protective in moderation
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1.3 The Psychological Effects of Stroke
1.3.1 Depression
The most common and widely investigated psychological consequence of stroke is 
depression (Sandin, Cifu and Noll, 1994; Loong, Kenneth and Paulin, 1995). In a 
prospective study of 52 patients in acute rehabilitation, Loong et al. (1995) found that 
55% of the sample were depressed as measured on the Hamilton Rating Scale 
(Hamilton, 1967). However, on discharge the rate of depression had fallen to 29%, 
and two-thirds had improved in physical function. It is clear from this and other studies 
that the level of depression is associated with the degree of physical impairment caused 
by the stroke (see also Rubio and Van Deusen, 1995; Teasell, 1993).
In a review of the psychological effects of stroke, Sandin et al. (1994) estimate that 
depression rates in different studies range from 20-63% which was supported by a 
recent review by Leung (1997) in which figures of 30-60% were given. The 
consequences of the depression may be greater than the physical sequelae and may 
result in longer hospital stays, failure to achieve and maintain functional gains, 
intellectual impairment and decreased community integration (de Haan et al., 1995; 
Sandin et al., 1994). There are also secondary effects, such as breakdown of family 
relationships, and increased illness and impairment of social functioning in close family 
members (Angeleri, Angeled, Foschi, Giaquinto, Nolfe, 1993).
There is some debate as to whether post-stroke depression has a physical or 
psychological basis. Some studies have suggested that patients with right-hemisphere 
strokes are more ‘indifferent’ than depressed, with left-hemisphere patients being more 
truly depressed in reaction to the debilitating effects of the stroke (Starkstein and
257
Robinson, 1992; Nelson, Cicchetti and Satz, 1993). However, few studies have 
examined intellectual impairments (Tatemichi et al., 1994). Many authors appear to 
assume that post-stroke depression is essentially a psychological problem (e.g. Sandin 
et al., 1994), although there does not yet seem to be a consensus that this assumption 
should be made (Leung, 1997).
In the related field of traumatic brain injury, the question of the effect of brain pathology 
on post-trauma depression was addressed by Jorge, Robinson, Arndt, Forrester, 
Geisler and Starkstein (1993). They compared 17 patients who had acute-onset 
depression with 11 patients with delayed-onset depression (diagnosed three, six or 12 
months later), within a larger sample of 66 patients admitted for the treatment of acute 
closed head injury. Patients were diagnosed using standard psychiatric classification 
(Diagnostic and Statistical Manual, Volume III; American Psychiatric Association, 
1980).
There was an association between lesion location and the development of major 
depression directly after the injury. The patients with left anterior lesions were more 
likely to be depressed than other patients, but only in the period directly following the 
stroke; the location of the lesion was not related to delayed-onset depression.
However, the authors do not provide exact frequencies of each lesion location, and so it 
is difficult to estimate the power of the analyses. Large numbers of the patients who 
developed depression had preexisting psychiatric disorder (75%) unlike the patients, 
who did not (19%). There was also considerable variability in the type of damage 
caused by the head injury, with 64% of patients showing a diffuse pattern of brain 
injury. Some 17% of patients had no damage to the brain which was identified by brain 
imaging, and the authors present no further evidence (e.g. neuropsychological test 
results) to suggest that lasting damage to the brain has occurred; therefore, the inclusion
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of these participants is open to question. Jorge et al. (1993) admit that their results 
require further confirmation.
In stroke, several authors have attempted to assess the neuroanatomical correlates of 
depression. Initially, attempts were made to estimate lesion size through measures of 
physical disability (Robinson, Kubos, Starr, Lipsey, Rao and Price, 1984; Ebrahim, 
Barer and Nouri, 1986; Sinyor, Amato and Kaloupek, 1986), which is itself related to 
depression in several studies (e.g. Loong, Kenneth and Paulin, 1995). However, the 
size of the lesion alone correlates poorly with depression which can occur after a very 
small lesion (Mersky and Woodforde, 1972).
In terms of lesion site, there are some findings which find general support from most 
studies. Patients with non-dominant hemisphere lesions often present as being 
emotionally labile, indifferent or euphoric (Sandin et al., 1994; Bear, 1983; Buck and 
Duffy, 1980; see below). Patients with dominant hemisphere damage may be more 
tearful and agitated (Gianotte, 1972). However, for some time no clear evidence of 
hemispheric differences in post-stroke depression was forthcoming (Sinyor, Amato et 
al., 1986; Ebrahim et al., 1987).
Previously, a systematic review of relationships between post-stroke depression and 
lesion characteristics was carried out by Robinson et al. (1984). In line with the 
findings of Jorge et al. (1993), Robinson et al. (1984) found that depression was most 
prevalent in stroke patients with left anterior lesions. It was also found that proximity 
to the frontal pole of the brain is a better predictor of depression severity than 
hemisphericity. The location effect is not large, and more than one attempt to replicate 
the finding have not succeeded in doing so (e.g. Leung, 1997; Sinyor, Jacques, 
Kaloupek, Becker, Goldberg and Coopersmith, 1986).
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At a biochemical level it has been hypothesised that depression following stroke is due 
to catecholamine depletion (Baldessarini, 1975; Mass, 1975; Robinson and Coyle, 
1980). The unique anatomical distribution of catecholaminergic neurones might mean 
that damage would cause a decline not only in the damaged area, but throughout the 
brain (Robinson, 1986). However, treatment studies based on the use of tricyclic 
antidepressants have refuted or complicated the hypothesis (Wilson, Petrie and Ban, 
1980; Sulser, 1979). One study has turned to the serotinergic pathways (Finklestein, 
Campbell and Baldessarini, 1985). As yet no comprehensive explanatory theory has 
arisen from these studies and they do not provide evidence of an essentially organic 
pathogenesis of post-stroke depression (Leung, 1997). Nevertheless, they do provide 
details of important biochemical correlates of post-stroke emotional disturbance.
The methodological problems in the assessment of depression following stroke were 
examined by Spencer, Tompkins and Schulz (1997). They conducted a review of all 
studies in the PsycLIT (1980-1995) and Medline (1980-1995) databases using 
combinations of the key words depression, stroke, cerebrovascular, affective and 
mood. The authors found that most studies could not even be considered for review for 
the following reasons. First, there were often very small sample sizes producing 
results which may have been unreliable. They adopted a minimal sample size of 25 
patients for inclusion in their review. Second, many studies used measures of 
depression which have unknown reliability and validity, or used psychiatric diagnosis 
without explaining the training of the clinicians. Third, many studies did not take 
account of prestroke psychiatric history, which meant that a positive assessment for 
depression may not indicate a depressive reaction to the stroke (Stem and Bachman, 
1991).
240
By taking account of these factors, Spencer et al. (1997) excluded 71 (79%) of the 90 
studies originally found in their literature search. Of the studies evaluated in their 
review, there were several methodological issues raised. Typically, studies have relied 
on observer rating methods, usually psychiatric diagnostic systems such as the 
Diagnostic and Statistical Manuals published by the American Psychiatric Association. 
These methods suffer the disadvantage of relying on the judgment of a party other than 
the patient. Spencer et al. (1997) suggest that this is unsatisfactory, because “.. typical 
diagnostic methods have not been adapted to take into account the ways in which the 
symptoms of brain damage may affect and alter the clinical features of depression”
(p. 134).
Self-rating methods, such as the Beck Depression Inventory (Beck, 1961) rely on the 
patient responding to written or spoken material, and this could be affected by the 
neuropsychological, neurological and communicative complications of stroke. 
Therefore, if they are to be used by investigators in studies of post-stoke depression, 
there must be some neuropsychological screening taking account of the ability of the 
patient to understand and convey their thoughts and feelings. If patients who have 
w limited understanding or expression are excluded, then this may result in only small 
numbers of suitable patients forming the sample, who may not reflect the post-stroke 
population. If the design is more inclusive, then there is a vast range of 
neuropsychological impairments which must be accounted for, which will not be 
possible for most studies.
There are several problems which could be addressed to some extent following Spencer 
et al. (1997). They suggest that three categories of patient are excluded from studies of 
post-stroke depression. These are: (i) patients with aphasia, a multimodal disturbance 
of language processing that cannot be attributed to speech production deficits or more
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general impairments of cognition; (ii) patients with anosagnosia, the unawareness or 
denial of deficit; and (iii) those with a history of psychiatric diagnosis. These 
recommendations shall be adopted by the present study. Patients with aphasia might 
find the process of questioning too difficult and this may lead to unnecessary distress. 
Those with anosagnosia might be expected to provide unreliable information, whether 
their lack of awareness of their condition is due to physical or psychological changes. 
Finally, those with a previous history of psychological problems may have a long­
standing negative view of themselves and so the psychological disturbance may be 
independent of the CVA.
In summary, following Spencer et al. (1997) a valid study of the psychological effects 
of stroke will have a sample size of 25 or more, use an established measure of 
depression, exclude aphasie and anosagnosic patients and those with a prestroke 
psychiatric history, and take some account of the physical and neuropsychological 
effects of CVA. The present study will attempt to achieve these conditions, whilst 
introducing personal construct theory, and specifically, the effects of stroke on self- 
image.
1.3.2 ‘Denial’ of the stroke or Anosagnosia
As mentioned above, there is some debate whether a lack of awareness of the stroke is a 
psychological or physical effect. Denial implies an unconscious psychological process 
which is adaptive and which wards off emotional distress.
“Denial, a protective emotional mechanism frequently implemented to avoid 
profound depression is usually present throughout inpatient 
rehabilitation...attempts to confront denial generally prove nonproductive and
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undermine the credibility of the staff.”
(Sandin et al., 1994, p.52)
However, Spencer et al. (1997) note that anosagnosia is more commonly observed in 
patients with right hemisphere damage. They estimate that it is not found in most 
patients as Sandin et al. (1994) suggest; rather it is observed in about one-third of 
patients (Starkstein, Federoff, Price, Leiguarda and Robinson, 1992). It may also 
occur in patients with left-hemisphere damage, particularly those with Wemicke-type 
aphasia (Hibbard, Gordon, Stein, Grober and Sliwinski (1992).
To resolve this issue in studies of post-stroke depression, Spencer et al. (1997) suggest 
that investigators should be careful not to interpret a spoken denial of depression or lack 
of depressive affect as evidence that the patients are not depressed. This 
recommendation shall also be adopted by the present study, which shall also include 
asking the patient to indicate or describe how their stroke has affected them.
1.3.3 Anxiety and Anger
Teasell (1993) examined a large group of stroke patients in the United States and 
counted reports of medical and nursing staff of anger and hostility during inpatient 
rehabilitation. He estimated that 32% of patients with stroke have anxiety and anger 
symptoms. Sandin et al. (1994) suggest that this is due to uncertainty about recovery, 
finances, family dependents, the possibility of death and having another stroke. These 
reactions rarely form catastrophic reactions, except in the presence of aphasia (Teasell, 
1993). Therefore, they are understandable in the context of the debilitating effects of 
the stroke and are unlikely to reflect psychological dysfunction per se.
1.3.4 Emotionalism
Emotionalism can be defined as emotional lability and weakly yielding to emotion. 
Sandin et al. (1994) estimated that as many as 21% of patients suffer this consequence 
of stroke for more than one year after the stroke. Most of those affected cry easily, 
mainly in response to sad or sentimental situations or discussion of emotionalism.
Some patients are unduly sad or cheerful, both of which are socially disabling (House, 
Dennis, Molyneux, Warlow and Hawton, 1989; Teasell, 1993). However, 
emotionalism of itself is not held to interfere with the research process. Where patients 
become distressed, it is helpful to remind them that they are under no obligation to 
finish a research interview.
1.4 A Brief Introduction to Personal Construct Theory
The essential themes of personal construct theory and therapy were set forth by George 
Kelly (1955) in The Psychology o f Personal Constructs. Kelly suggested that far from 
responding in predetermined ways to psychologically significant events, these events 
" are open to an infinite number of theoretical constructions, the number limited only by 
the resources of ingenuity. Furthermore, all of our present interpretations of the 
universe are subject to revision or replacement.
The usefulness of the theories constructed by the individual resides predominantly in its 
capacity to predict events, and in the binding of facts. The individual uses their 
theoretical inventions to make choices - what one eats for breakfast, what one likes in a 
partner or in a job, or friends. Every individual sees the world through a personal 
‘template’ made up of more than one construct. A  construct is a bipolar verbal labelling 
system which aids the person to make judgments. An example of a construct is
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‘goocL.bad’. The person’s world contains elements which are labelled according to 
the person’s constructs. These elements are often people, but not necessarily. In the 
above example, an individual may judge her relatives in terms of how ‘good’ or bad’ 
they think they are. Constructs are necessary because we need to be able to sort 
elements into alike and different. As Kelly says himself;
“A contrast which implied similarity without contrast would represent just as 
much of a chaotic undifferentiated homogeneity as a construct which implied 
contrast without similarity would represent a chaotic particularised heterogeneity. 
The former would leave the person engulfed in a sea with no land marks to relieve 
the monotony, the latter would confront him with an interminable series of 
kaleidoscope changes in which nothing would ever appear familiar.”
(Kelly, 1955, p.51).
From the point of view of personal construct theory, the history of humanity is 
essentially a striving for an understanding of the world, and a wish for knowledge 
which can assign meaning to events. Kelly’s phrase “Man the Scientist” represents the 
imbuing of all human beings with an abstracted attitude which might be described as a 
‘scientific capacity’. Theories are formed, hypotheses tested, results noted.
However, the person never proves the theory is true in the absolute sense; it is always 
subject to change. Personal construct psychology is a phenomenonological theory; it is 
a psychology of the subjective. Kelly felt that objective psychological theories of 
human personality imposed a ‘yardstick’ and denied individuality (Brown and Chiesa, 
1990). He recognised the relativity of the person’s internal representations of the 
world.
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The constructs are organised into hierarchical systems with layering into superordinate 
and subordinate classes. The elements are defined by the qualities attributed to the 
elements; the hierarchical systems may be integrated and consistent (forming a single 
factor) or they may be split and incompatible with each other (forming several factors). 
Some construct systems may be impermeable, a term Kelly used for a construct system 
that fails to modify with experience. When the person’s constructs are internally 
contradictory or impermeable, they may lead to ‘experiments’ in behaviour which do 
not lead to satisfying experiences and learning. To address this, the psychologist may 
employ a Repertory Grid to allow the person to become aware of their constructs and 
their organisation. The Repertory Grid Technique shall now be discussed briefly.
1.4.1 The Repertory Grid Technique
This test was developed from what Kelly (1955) described as ‘The Role Construct 
Repertory Test’. The procedure for the technique is explained more fully in the method 
section, but essentially involves asking the patient to judge several elements against 
several of their own constructs, or those given by the examiner. Among the elements 
~ are often close relatives and friends, people in the public domain, and the perceived self 
(e.g. as one is now, as one would like to be, as one expects to be in the future).
The RGT yields a mathematical representation of the part of a person’s construct system 
that the interviewer prefers to focus on, and the outcome can be analysed statistically, 
which is rare among phenomenological therapeutic techniques (Brown and Chiesa, 
1990).
A factor analysis of the correlations between the resultant ratings can be computed to 
determine the number of sizable factors present in the grid. Personal construct theory
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suggests that cognitive complexity should be apparent from a grid according to the 
number of sizable factors observed from the factor analysis of the correlations between 
constructs. A high number of sizable factors implies that the person is invoking several 
separate belief systems when they consider the elements in the grid. Kelly (1955) 
suggests that this corresponds to a more creative or ‘loose’ style of thought where the 
person finds it easier to consider alternative theories. For example, a patient provides a 
grid which contains all of their close relatives but only has one sizable factor, all of 
which have positive and negative poles. The therapist may offer the idea that these 
could be characterised into one ‘good versus bad’ factor. The therapist may then 
encourage the patient to examine the evidence for and against their ratings, as extreme 
ratings can often be challenged as too unidimensional and simplistic.
In therapy, a two-dimensional representation of the constructs and the elements along 
the first two factors identified can be very therapeutic, revealing to the patient 
unconscious groupings and contrasts in their personal theories. Many therapists find 
that this aids the ‘loosening’ process (for a full discussion of the use of the RGT in 
therapy, see Kennedy, Gorsuch and Marsh, 1995).
The RGT includes both objective and subjective elements, and is at once quantitative 
and qualitative. It is derived from Personal Construct Theory as first presented by 
George Kelly (1955) in The Psychology o f Personal Constructs, but a relatively easy 
introduction to the technique is given by Brown and Chiesa (1990).
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1.5 A Study of Self-Perception in Patients with CNS Impairment
To date (July 1998), no research has been entered onto the PsychLit (1981-1998) and 
Medline (1981-1998) databases which examines the performance of patients with stroke 
on the RGT. However, there has been a study of self-perception (which is essentially 
synonymous with self-image) following spinal cord injury (SCI), completed by 
Kennedy, Gorsuch and Marsh (1995). Spinal cord injury is similar to stroke in several 
ways. It involves a sudden trauma to the central nervous system which results in 
varying levels of permanent disability. As well as experiencing motor disability, as 
many as 38% of those who experience SCI may develop depression (Frank, Kashani, 
Wonderlich, Rising and Visot, 1985). As with stroke, levels of depression have been 
shown to predict the length of hospital rehabilitation and psychological state in the the 
long-term (Crewe and Krause, 1987; Malec and Neimeyer, 1983). There is some 
evidence that ‘denial’ is often employed as a coping mechanism (Silverman, 1981) 
which allows the individual to accept the injury over a manageable period (see also 
Caplan and Schecter, 1987).
-  In their study of 116 people (mean age 37.7 years, sd=13.7) with SCI, Kennedy et al. 
(1995) examined the self-perception of their participants by constructing a scale on 20 
bipolar adjectival items, each with a five-point Likert scale. For example, one of the 
items was ‘optimistic versus pessimistic’ with a score of 1 for one pole of the item and 
5 for the opposite pole. The participant was asked to give three sets of scores, (a) on 
the basis of ‘how I am now’, (b) on the basis of ‘how I would have been without the 
injury’ and (c) in relation to ‘my ideal self. In this way, Kennedy et al. (1995) 
constructed a score named “AB negative” which is the summed differences between the 
(a) and (b) selves.
The authors hypothesised that those participants who had been injured as children 
(n=86) would have more negative self-perception than those who had been injured as 
adults, on the basis of studies that suggest that adolescents have self-concepts which are 
more prone to the effects of body image (Gagnon, 1990; Coleman, 1980).
There was no significant group effect to support the above hypothesis. The mean AB 
negative score was 10.7 (sd=8.5) which represents a negative shift of 13.3% of the 
theoretical range (80). This figure will be useful for the purposes of comparison to the 
present study. Unfortunately, the authors do not present any significance test for this 
within-pardcipant effect.
In addition, the study examined depression via the Beck Depression Inventory (BDI; 
Beck, Rush, Shaw and Emery, 1979), functional independence on the Functional 
Independence Measure (FIM; Hamilton and Führer, 1987) and the degree of scoliosis 
(deviation of the backbone) from spinal X-rays. They found that large negative shifts 
in self-perception (AB negative) were correlated with higher levels of depression on the 
BDI, and such shifts were also negatively correlated with functional independence. The 
degree of scoliosis was not related to any other measure.
The study is one of the first to examine self-perception in a group of patients with a 
neurological trauma. It suggests that depression and functional independence are 
related to changes in self-image in these patients. However, the study was not 
developed within the context of Personal Construct theory, and the items on the self­
perception scale were not elicited from the patients, which is a crucial difference to the 
present study. Nevertheless the comparison of the imagined ‘non-disabled’ self is 
compared to the self ‘as one is’ is an important contribution to research.
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Studies of SCI enjoy the advantage of a relatively homogeneous group, i.e. the 
participants had all lost motor function through accident. People experiencing stroke 
may suffer a range of cognitive and physical impairments, which must be accounted for 
when asking them to report changes in their self-image. A further difference is that 
most strokes occur in older adults, who may be more pessimistic about their future.
The risk of having a further stroke is high, whereas the a typical accident which causes 
SCI is a once-in-a-lifetime event, and young people may be expected to less at risk of 
depression associated with multiple bereavements, social isolation, age-related cognitive 
changes, and other health problems more common in the older adult population. There 
are also positive images in the media which promote a very positive rehabilitation for 
paraplegic patients, such as basketball teams, the wheelchair marathon runners etc., but 
there are few such role models who have had a stroke. Overall, one cannot expect the 
findings of Kennedy et al. (1995) to hold for the population with CVA.
1.6 Aims of the study
The primary aim of this exploratory study is to explore the effects of stroke on self- 
w image as measured by the Repertory Grid Technique. There is no hypothesis as such, 
since there has been little research in this area and the effects of damage to the brain on 
self-image (if any) cannot be prejudged.
The secondary aim of the study is to control or explain the effects of variables, 
associated with psychological dysfunction after stroke, on change in self-image. The 
inclusion of functional disability is necessary, following Loong, Kenneth and Paulin 
(1995) who found that there is a strong relationship between depression as measured by 
the Hamilton Rating Scale (Hamilton, 1967) and the level of functional disability caused 
by the stroke, measured by the Barthel Index (Mahoney and Barthel, 1965). Increased
250
functional independence was also related to negative self-perception in the study of 
patients with childhood-onset SCI by Kennedy et al. (1995).
It is necessary to exclude patients with marked cognitive disability other than non­
speech motor impairments, to avoid the effects of cognitive changes on the self-image 
ratings. It is also necessary to account for the effects of anxiety and depression, 
influence of the age of the patient on their self-image, the effects of the time elapsed 
since the stroke, and the degree of cognitive complexity. Cognitive complexity is 
known to mitigate against extremely poor self image (Catina et al., 1992), and is 
represented by the number of sizable factors in any particular Grid provided by the 
patient.
It is considered necessary to adopt the recommendations of Spencer et al. (1997), and 
therefore anosagnosic patients, patients with a psychiatric history and those with 
marked cognitive impairments shall be excluded. In addition, the target of at least 25 
participants shall be adopted, and it is necessary to account for the effects of functional 
disability. Finally, it is necessary to take account of hemisphericity as far as is 
possible, because there may be differences in depression levels between right- and left- 
hemisphere patients.
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2 . Method
2.1 Measures
As the measures used in the study have a direct bearing on the selection of participants, 
they are presented first. They include:
The Mini-Mental State Examination fMMSE: Folstein. Folstein and McHugh. 19751
This test is a brief screening instrument for cognitive impairment which is used widely 
in clinical contexts. Scores below 24 (the maximum is 30) are considered significant 
and indicate further investigation in order that the exact diagnosis be reached (e.g. 
Alzheimer or other dementia, multiple sclerosis, etc.). In this study we know that the 
patients have had a stroke, and the test is used to exclude those patients where cognitive 
impairment may inhibit their ability to complete the Repertory Grid.
The Barthel Index (Mahoney and Barthel. 19651
This measure is a ten-item assessment of independence in daily activities, originally 
designed for use in people with neuromuscular and musculoskeletal disorders. It has 
been standardised on 713 acute stroke patients by Wade and Langton-Hewer (1987), 
who demonstrated the scale’s internal consistency, concurrent validity against other 
measures of living skills, and predictive validity in estimating future recovery.
2J2
The Hospital Anxiety and Depression Scale (HAPS: Zigmond and Snaith. 1983)
This measure was developed for the differentiation of clinical anxiety and depression in 
non-psychiatric patients suffering physical illness. The scale’s 14 items are equally 
divided between anxiety and depression and have been found to ‘sidestep’ the effects of 
physical illness which may imitate psychological dysfunction.
The Repertory Grid Technique (Kelly. 1955)
The repertory grid technique involves four main stages as follows.
First, there is the elicitation of elements, which may be significant others and the 
‘selves’, often including the ‘self-as-I-would-like-to-be’ (in this case the ‘self before the 
stroke’), ‘self-as-l-am-now’, and ‘self-in-the-future’. It is common to aid the selection 
of elements, e.g. by asking if there is a ‘most liked person’ or a ‘least liked person’. 
There is no restriction to those known personally, and those figures in the media whom 
the person is familiar with may be included.
The next stage is the elicitation of constructs, which are adjectives to describe each 
element. The psychologist then asks for the person to give ‘opposite’ adjectives to 
those proposed, to obtain ‘poles’ for each construct. For example, the patient may say 
“My mother was a jolly person”. The psychologist asks “So, what is the opposite of 
jolly in your view?”. The patient may then say “sad”. This provides the construct 
‘jolly versus sad’.
Once a construct has been provided for each element, the psychologist and the patient 
can proceed to scoring. This involves the patient giving scores (in this case between 0
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and 9, with 0 and 9 representing the extreme poles of the construct) for each element on 
each construct. Therefore a lot of information about each person and each version of 
the self is gained with a relatively small amount of effort.
After the interview, the scores may then be subjected to factor analysis and graphical 
depiction of the first two factors. The method of rotation is usually Varimax, which is a 
conservative procedure assuming little common variance between factors. The 
depiction of the elements and the constructs along the two largest factors (X and Y) can 
be fed back to the patient for therapeutic purposes or merely used for assessment.
Data is also provided about the number of sizable factors present in the data 
(Eigenvaluol), which gives an indication of the person’s complexity of thinking.
2.2 Participants
Ethical approval was granted for this study on 12 March 1998 (see Appendix 7) 
following attendance at an ethics committee meeting of 31 January, where assurances 
about patient confidentiality were requested by the Chair.
Some 52 patients were initially administered the MMSE. Those items failed by the 
remaining patients tended to be those with motor components, where there was a 
problem with praxis (e.g. “Take this piece of paper in your hand, fold it in half and 
place it on the floor”). Patients were not included in the study if there was evidence of 
receptive language problems (aphasia), if they were unable to describe what had 
happened to them (anosagnosia), if they had a previous psychiatric history, or if their 
MMSE score fell below 25. Exactly half (n=26) of the 52 patients were excluded from 
the study as a result of exclusion criteria.
The 26 remaining participants were 9 women and 17 men recruited from a rehabilitation 
ward (n=15) at a General Hospital, a day centre for people with physical disabilities 
•v (n=6) and by individual referral from other psychologists (n=5). None of the 
participants were currently employed, although their prior occupations are listed in 
Appendix 1, together with each patient’s gender and their age in years when the stroke 
occurred. Summary information on the patients is presented in Table 2.1.
It can be seen that much of the sample is taken from the older adult population, which is 
consistent with the prevalence of stroke and previous studies of the psychological 
effects of stroke (e.g. Leung, 1997; Iwnicki, 1994). There was a considerable range in 
the time since stroke, which suggests that this variable should be accounted for (the 
high standard deviation and low median also suggest that this distribution is positively
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skewed). The mean Mini-Mental State Exam score is also somewhat higher than would 
be expected in the general population of stroke victims, which reflects the inclusion / 
exclusion criteria. The patients had a wide range of functional disabilities and again, 
this will require inclusion in statistical analysis.
Participants provided written or verbal consent dependent upon their ability to sign their 
name, and were provided with an information sheet explaining the procedure of the 
Repertory Grid. Most patients were seen in hospital settings but several (n=4) were 
seen in their own home as it was considered that this would be more convenient.
Table 2.1 Mean, Standard Deviation (SD) and Median age, time since the stroke, 
Mini-Mental State Score, and Barthel Index Scores for the sample (n=26)
Age Time since Mini-Mental Barthel
(years) stroke (months) State Score (0-30) Index (0-100)
Mean 
SD
Median
68.6
13.3
69
40.1
54.3
12
27.7
1.2
28
56.9
29.7
55
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2.3 Procedure
Each participant was thanked for participating in the study. They were then told that 
they would be given a short test of their memory, and the MMSE was administered. If 
the patient failed the MMSE they were thanked for their help and the interview ended.
If they passed the MMSE then the investigator moved on to the Barthel Index. In most 
cases (n=18) this was already filled out by nursing staff but if not, the patient provided 
the answers subject to corroboration with a relative or key worker.
Once the Barthel Index was completed the investigator aided the patient to complete the 
HADS. Several patients were unable to read the items on their own, and others could 
not use a pen comfortably.
Once the HADS had been completed, the experimenter moved on to the Repertory Grid. 
The procedure of the Repertory Grid has been described above, but briefly involves:
• the elicitation of elements
• the elicitation of the first poles of the constructs
• the elicitation of the opposite poles of the constructs
• the client rating each of the elements on each of the constructs
Three constructs were provided by the investigator. These were independent versus 
dependent (9=very independent, 0=veiy dependent), happy versus unhappy (9=very 
happy, 0=very unhappy), and frustrated (9=very frustrated) For the ‘frustrated’ 
construct, an opposite pole was elicited from the patient. These opposite poles are 
listed in Appendix 1. These constructs were chosen after consultation with clinicians 
about the content of therapy sessions with older adults. It was also noted that extreme
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frustration is often reported by stroke patients (Sandin et a l, 1994).
Once all of the ratings had been given, the client was briefed about the aim of the study, 
by saying:
“Thank you for making those ratings. Can I remind you that the information that 
you have given is anonymous and will be destroyed at your discretion. We will 
enter these ratings into an analysis, to get an overall view of how positively you 
view your past, present and future.
We know quite a lot about the physical effects of stroke, but we do not know 
much about the psychological effects. The information you have provided will 
help us decide what happens emotionally following stroke. We are especially 
keen that some of these ‘constructs’ come from you yourself, rather than us, so 
that the effects of your stroke are measured from your own words. Once again, 
thank you for helping us in this study”.
For analysis, there were several ways in which the ratings were split. First, ratings 
were sorted into ‘positive’ and ‘negative’ poles, and a ‘positivity-negativity’ rating for 
each of the selves (past, present and future) could be computed by dividing the total 
ratings for that ‘self’ by the number of constructs. This provided three average scores, 
one for each ‘self, and allowed the main within-subject analysis, which is for an 
overall change in the degree to which the person views themselves positively.
Second, the patients were considered on each of the provided constructs (independence, 
happiness, frustration). Essentially, these were investigator-based measures intended 
to be analogous to the overall ‘positivity-negativity’ rating. On the basis of previous 
research with stroke patients (e.g. in depression), these would be expected to become 
more negative, but this cannot be prejudged since there is no previous study of this
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type.
Third, all of the ratings were entered into a factor analysis to test for the number of 
sizable factors present in each patients Repertory Grid. This provided eigenvalues for 
the first three factors. The eigenvalue of the third factor was adopted as it was normally 
distributed and higher values imply greater cognitive complexity than lower values 
(Brown and Chiesa, 1990; Catina, Gitzinger, and Hoeckh, 1992).
Two case studies shall be presented which demonstrate different effects on self-image 
following stroke. These examples were chosen for their comparability in gender, 
hemisphericity, economic status, equal lack of anxiety and depression, and similar 
levels of functional independence.
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3. Results
3.1 Overall change in ‘positivitv versus negativity’ on all constructs
It was considered necessary to first examine the change in self-image generally. Table
3.1 demonstrates the means, standard deviations and ranges for change in overall 
positivity-negativity as well as change in independence-dependence, happiness- 
unhappiness and frustration (the other pole of this construct being provided by the 
patient). It can be seen from the means that patients were more positive about their past 
selves, with higher scores given to the pre-stroke self on positive poles. Higher scores 
were given to the pre-stroke self for independence and happiness, with lower scores 
given to the pre-stroke self on frustration.
Once each participant’s overall positivity-negativity scores had been computed, it was 
possible to carry out a within-participant analysis of variance. To construct the overall 
positivity-negativity score, some poles required reversal (e.g. where frustration was 
recorded as 8, it would be converted to 2). This step was not required for factor 
analysis and analyses on individual constructs.
It will be seen from Figure 3.1 that there was a significant effect of the stroke, with 
more negative ratings being recorded for the current self and for the self-in-one-year 
(F(2,50)=20.9, p<0.01). This result is consistent with the view that stroke results in a 
more negative self-image. Individual F-Tests confirmed that significance lay in the 
comparisons of the previous and current selves (F(l,25)=38.4, p<0.01) and the 
previous and future selves (F(l,25)=24.0, p<0.01), but not between the current and 
future selves (F( 1,25)=1.4, p>0.05). The difference between the mean for the pre­
stroke self and the mean for the current self was 2.0, which represents a change of 20% 
of the theoretical range (10).
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Table 3.1 Change in positivity-negativity, independence, happiness and frustration 
ratings
N=26
positivity independence happiness frustration
versus versus versus
negativity dependence unhappiness
Self before the stroke 
mean
standard deviation 
range
8.2 9.3
0.9 1.1
6.3-9.S 6-10
8.8 2.0
1.3 2.5
5-10 0-9
Self now
mean 6.2 5.5 5.9 5.0
standard deviation 2.0 3.2 3.0 3.4
range 2.0-9.4 1-10 0-10 0-10
Self in 1 year
mean 6.2 5.7 6.3 4.3
standard deviation 2.1 3.1 3.0 3.2
range 2.2-9.4 0-10 1-10 0-10
F test F=20.9* -
Friedman test statistic - 28.0* 25.6* 16.8*
*p<0.01
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3.2 Change in provided constructs
It can also be seen from Table 3.1. that changes analogous to the overall positivity and 
negativity recorded in the Grids were also seen in the Independence / Dependence 
ratings. Since these variables demonstrated unacceptable levels of kurtosis (>1.0) 
Wilcoxon signed rank comparisons were made. It was found that significantly higher 
ratings were given to the self-before-the-stroke than to the current self or the future (one 
year) self.
Very similar results were found for the Happiness / Unhappiness construct and the 
Frustration construct. These findings are summarised in Table 3.2. Taken together, 
the results for both positivity-negativity and the three provided constructs would appear 
to suggest that stroke has a strong negative effect on self image and that sufferers do not 
demonstrate a positive view of the future. These findings are even more striking when 
viewed graphically (see Figure 3.1).
However, there are a number of variables which may have a confounding influence on 
- these effects. These are the time elapsed since the stroke, the age of the patient, the 
degree of functional disability (measured by the Barthel Index), and the person’s degree 
of depression (measured by the HADS).
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Table 3.2 Wilcoxon Signed Rank Tests for the Effects of Stroke on Provided 
Constructs
1. Independence / Dependence
Z Scores 
self before stroke
self now -3.7**
self in 1 year -3.7**
2. Happiness / Unhappiness
Z Scores 
self before stroke
self now -3.7**
self in 1 year -3.4**
3. Frustration
Z Scores
self before stroke
self now 3.4**
self in 1 year 3.3**
**p<0.01
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self now 
0.52
self now 
1.1
self now 
- 1.1
Figure 3.1 : C hange  in positivity  and  independence ,  happ iness  and  fru s t ra t io n  ra t ings
3 -
se lf  b e fo re  s t ro k e  se lf  now se lf  in o n e  y e a r
□  o v e ra l l
:J independence
□  happ iness
□  f r u s t r a t i o n
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3.3 Associated variables
It was considered important to examine those variables with considerable variability in 
the sample, which have been shown to be influential by previous studies of patients 
with stroke, in the prediction of psychological well-being. A single ‘change in 
positivity-negativity’ variable was computed by subtracting the average ratings for the 
current self from those for the self-before-stroke. Two of the variables to be considered 
(time since stroke and HADS depression score) had unacceptable levels of skew (>1.0) 
and three (time since stroke, Barthel Index score and HADS depression score) had 
unacceptable levels of kurtosis (>1.0). Therefore, Spearman rank correlations were 
calculated for these variables against the change variable. The remaining variables 
(HADS Anxiety, age and cognitive complexity) were entered into regression analysis as 
predictors of the. change variable. The results can be viewed in Tables 3.3 and 3.4.
A number of important findings can be seen in Table 3.3. First, the degree of 
depression was significantly associated with the degree of change in self-image, which 
v links previous studies of depression and stroke with the current findings (see also 
Figure 3.2). Second, the degree of depression was lower in those individuals who 
have had some time pass since their stroke, which has implications for the course of 
emotional changes following stroke. Third, the degree of depression was related to the 
amount of functional disability as measured by the Barthel Index. This is also consistent 
with previous findings.
The presence or absence of several sizable factors in a particular grid indicates the 
degree of cognitive complexity applied by the individual to the elements examined. In 
Table 3.4, it can be seen that change was significantly predicted by the third eigenvalue
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(cognitive complexity). This result implies that higher cognitive complexity was 
associated with a less negative view of the present and the future. The relationship is 
also highly apparent when viewed graphically (Figure 3.3). It can be seen that those 
patients who show more than two sizable factors (i.e. third eigenvalue >1.0) show only 
a small change in self-image following stroke.
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Table 3.3 Spearman Rank Correlations for the change in overall positivity-negativity, 
HADS Depression, time since the stroke and the Barthel Index (n=26)
Change 
HADS (d) 
Time elapsed 
Barthel
* p<0.05
** p<0.01
Change HADS (d)
.41*
-.06 -.38*
-.24 -.59**
Time elapsed
.49*
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Table 3.4 Regression Analysis with average change in ratings as the dependent variable 
and age, HADS anxiety and the third eigenvalue (cognitive complexity) entered as 
predictors
No. of cases: 26
Multiple r: 0.62
Squared Multiple r: 0.39
Variable Coefficient Std Error Std Coefficient F
Constant 6.7 6.6 0.0 1.0
Age 0.1 0.1 0.2 1.7
HADS (anxiety) 0.2 0.2 0.1 0.5
Complexity -5.66 2.1 -0.5 7.3**
**p=0.01
N.B. Residuals are normally distributed with low levels of skew and kurtosis. An 
analysis of variance for the multiple regression was significant (F(l,22)=3.6, 
P<0.05).
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Figure 3.2: The relationship of change in self-image to HADS Depression scores
HADS Depression Score
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Figure 3.3: The relationship between cognitive complexity and change in self-image
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270
3.4 Hemisphericity
It is necessary to consider the effects of hemisphericity on the change in self-image as 
there is evidence that patients with stroke affecting the left hemisphere show more 
clinical depression than those with right-hemisphere lesions, who are more ‘indifferent’ 
(Nelson et al., 1993). A mixed between- and within-participants analysis of variance 
for the effects of hemisphericity on the change in self-image was carried out. There 
were no direct between-participant effect on ratings (F(l,25)=0.0, p=1.0) nor was there 
an interaction between the change in self-image and hemisphericity (F(2,48)=0.4, 
p>0.05). This result suggests that where cognitive impairment is minimal the 
hemisphere in which the stroke occurs is not important in dictating the degree of change 
in self-image.
There were 10 patients with left hemisphere lesions and 16 with right hemisphere 
lesions. The slightly lower number of left hemisphere lesions may reflect the fact that 
the screening tool (MMSE) has a basis in language functions (Leung, 1997).
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3.5 Two illustrative case studies
The following section describes two cases where the background variables were 
similar, but where the change in self-image was markedly different. Relevant details 
from each of the cases are presented in Table 3.5, where it can be seen that they would 
not normally be detected by the use of the HADS alone (scoring both in the non-clinical 
range). The second patient is somewhat younger, although both cases involved 
cerebral haemorrhage in the left fronto-temporal region. Both cases had experienced 
their strokes 6-8 months previously.
Table 3.5 Background details of two cases
Age Hemisphere Barthel HADS (a) HADS (d) Employment 
at stroke
Case 1 69 Left 85 3 2 Consultant
(medical)
Case 2 47 Left 90 4 3 Accountant
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3.5.1 “Tight” construction resulting in negative self image
The first patient, a male aged 69, had presented with the symptoms of stroke some six 
months before the interview, having noticed a severe bout of headaches and nausea.
He initiated an urgent admission and surgery was then carried out to relieve the 
intracranial pressure. After a short stay at the specialist stroke unit, he was discharged 
home under the care of his wife. His residual disability involved the need to walk with 
a stick, for which he continued to receive physiotherapy on an out-patient business. 
Nevertheless there remained a high degree of functional independence as measured by 
the Barthel Index.
The patient was a recently-retired consultant in general medicine. He had four sons 
who lived nearby and visited him regularly, three of whom were also medical 
consultants, with the youngest being an occupational psychologist. He remarked that 
he was very lucky with his family who were very caring and supportive. There was no 
psychiatric history, evidence of aphasia or anosagnosia, and the MMSE score was 30.
'-'The patient was visited in his own home having volunteered himself, when he 
overheard two members of staff discussing the study whilst on an out-patient visit to 
the stroke unit. The onset of the stroke was his first hospitalisation, and there were no 
chronic medical conditions from which he was suffering. The financial situation was 
comfortable as might be expected given his successful career and retired status.
The patient was well aware of the physical sequelae of stroke. Indeed, he drew a 
diagram to demonstrate the anatomy of his stroke to the psychologist at the beginning of 
the interview. However, he was unsure of the role of a psychologist, despite the 
presence of clinical psychologists in rehabilitation settings for some years. He
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commented that he doubted the ‘objectivity’ of the repertory grid and that he felt that 
psychology was ‘bluff and bluster’. The following constructs were elicited from this 
patient:
Positive pole Negative pole
able incapable
dimintelligent
sociable aloof
talented untalented
committed careless
There were 10 elements to the grid, including his mother, father, wife, four sons, and 
his pre-stroke self, current self, and self-in-one-year. He felt that he would either be 
‘just the same’ in one year, or that he would be dead. This statement reflects the 
general lack of optimism shown by this patient. Although his lesion was located in the 
left frontal lobe, the patient did not demonstrate symptoms of depression. Following 
v the interview, he expressed an interest in Personal Construct Theory and asked for 
further reading to be provided.
One of the therapeutic techniques offered by the Repertory Grid Technique is the ability 
to plot the first two factors and the rescaled elements in two-dimensional space (or a 
plot of the elements in construct space). This often demonstrates to the patient 
how they have made unconscious judgments about their elements, and also shows how 
extreme or ‘tight’ their construing can be. Kelly (1955) describes how ‘loosening’ 
judgments, or making them less unconditional and more subject to incoming evidence, 
reflects the process of therapy.
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In this case, the plot of elements in construct space can be viewed in Figure 3.4. It can 
be seen (1) the current self is at an extreme distance from the positive poles of the 
constructs, (2) that the future self is also far away from these poles, although it is 
somewhat closer than the current self, and (3) the self-before-the-stroke is near these 
poles, suggesting that the stroke heralded a shift away from desirable qualities.
It should also be noted that in this case there was only one sizable factor (eigenvalue 
>1.0), and this result should be noted in conjunction with the finding that the change in 
self-image was less dramatic in cases where there was more cognitive complexity.
Unfortunately several of the constructs are associated with each factor at similar 
amounts, and so in Figures 3.4 and 3.5 some of the names are partially obscured.
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Figure 3.4: Plot of Elements in Construct Space (rescaled) for Case 1
FACTOR#)
1 . 0
TALENTED.
0 . 5 k  . COMMITTED
0 . 0  -
m e - no.wme_l_yr
- 0 . 5  -
. me_before
!awW2 
.mother
FRUSTRATED.
. SOCIABLE
- 1 . 0
- 1 . 0  - 0 . 5  0 . 0  0 . 5  1 . 0
FACTOR#)
276
3.5.2 “Flexible” construction resulting in more positive self-image
In the second case, the 47-year-old patient had been at work (he is an accountant) when 
his colleagues noticed that his personality had become more aggressive and that his 
speech was very odd. He experienced headaches but no nausea and his GP prescribed 
anti-inflammatory medication for migrainous neuralgia. Unfortunately the headaches 
grew worse and his speech became more disorganised, and he stopped going to work 
for one week. However, the pain grew and there was increased disturbance of mood 
and personality. Eventually, 11 days after first consulting his GP, the patient walked 
into an Accident and Emergency Department, where on examination, he was 
immediately admitted to hospital. A brain scan confirmed a intracerebral haemorrhage 
in the left fronto-temporal area radiating into the left frontal lobe, exacerbated by the 
anti-inflammatory medication.
The patient was discharged some eight months before the interview, but due to 
administrative errors was not seen again as an out-patient until contacted by a speech 
and language therapist some two months beforehand. He was understandably 
w disappointed and upset with the mistakes made by the medical professionals, and the 
patient was due for assessment with a clinical psychologist (in a neighbouring 
geographical area) because his speech and language therapist was concerned about the 
potential trauma caused by these events.
This patient worked as an accountant, and lived with his elderly mother who had 
considerable health needs of her own. He had not gone to university but had achieved 
professional qualifications at graduate level. He was not married and had no partner, 
and described himself as ‘living for my job’, which he could no longer do. There was 
no indication of depression or clinical anxiety, as with the first case. The patient found
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that completing the grid made him feel ‘thoughtful about things’. The following 
constructs were elicited from the patient:
Positive pole Negative pole
determined apathetic
caring uncaring
persevering lethargic
pioneering
good
deserving of respect
reticent
evil
deserving of contempt
There were ten elements including his mother, father, brother, a well-known heart 
surgeon, Saddam Hussein, a school teacher, and the three selves.
The plot of elements in construct space for this patient can be viewed in Figure 3.5. It 
can be seen that (1) there is no great distance between the current self and the positive 
-  poles of the constructs, (2) that the self-before-the-stroke is close to the current self, (3) 
the future self is also close to these positive poles, and (4) he expects his self in one 
year to be veiy similar to the self-before-the-stroke.
It is difficult to explain the difference in the expectations of these two cases except in 
terms of their personal constructs, especially since they are both not clinically depressed 
or anxious, have had similar neurological events and are left with similar levels of 
functional disability. It should be noted that a high degree of cognitive complexity was 
present in the second case (number of sizable factors >3), which as we have seen is 
associated with less dramatic change in self-image.
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Figure 3.5: Plot of Elements in Construct Space (rescalecH for Case 2
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4. Discussion
The primary aim of this study was to explore the effects of stroke in self-image as 
measured by the RGT. Clearly, stroke appears to a have strong negative effect on self- 
image, and when asked, patients view themselves as more dependent, unhappy, and 
frustrated. The secondary aim of the study was to examine relationships with variables 
known to affect psychological adjustment to stroke. These were: anxiety and 
depression (Sandin et al., 1994; Loong et al., 1995; Leung, 1997), time since the 
stroke (Loong et al., 1995) the level of functional disability (Loong et al., 1995; Rubio 
and Van Deusen, 1995). From constructivistic research, it is known that cognitive 
complexity is related to more successful recovery from mental health problems (Carina 
et al., 1992; Parkinson and Lea, 1991; Brown and Chiesa, 1990), and so this was also 
included in the analysis.
The effect on self-image does not appear to be related to the level of functional ability as 
measured by the Barthel index, although depression and Barthel scores were related, 
replicating the result of Loong et al. (1995). However, it should be noted that in the 
-  present study it was the HADS which measured depression, rather than the Hamilton 
Rating Scale. Depression scores were related to the degree of change in self-image. 
This is an important link between the pathological concept of ‘depression’, and change 
in the self which is derived from the patients’ own internal concepts.
It was also found that the greater the amount of time elapsed since the stroke, the lower 
the level of depression (and the less functional disability), which might indicate that the 
poor expectations of patients for the future are somewhat unwarranted. Finally, some 
of the key findings of the study (e.g. the importance of complexity) were illustrated by 
two case studies where a number of similarities in background were apparent.
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4.1 Methodological Considerations
Given the resources allocated to this study it was not possible to utilise a larger sample, 
which would have been useful when interpreting null results. Nevertheless, a number 
of strong effects were observed. Spencer, Tompkins and Schulz (1997) reviewed the 
current studies of depression in patients with stroke and decided that studies with less 
than 25 participants should not be included as results are likely to be erroneous. The 
within-participant comparisons are less problematic because of increased power in the 
analysis, but the findings are to be viewed with caution when the already small sample 
is split into groups (e.g. to look at hemispheric differences).
The Mini-Mental State Examination was used because it is a brief screening tool which 
is unlikely to tire the patient. However, it mainly examines language functions and is 
unlikely to detect subtle decline in intellectual functioning, i.e. it may be susceptible to 
ceiling effects (Leung, 1997; Huppert, 1991). In studies where it is important to 
account for the exact degree of cognitive changes, rather than emotional changes, this is 
an important consideration. In this study there was no intention of excluding patients 
with subtle intellectual problems not detected by the MMSE, because these patients will 
still have something important to say about the effects of stroke on self-image. As 
Huppert (1991) points out, the MMSE is intended to detect gross cognitive impairment, 
and gross impairment was required for exclusion by this study.
There was some gender imbalance in the sample which may have been important. Little 
is known about the differences in the construction of self-image according to gender. 
The evidence that the incidence of stoke is affected by gender is mixed. In some 
studies, men experience more latéralisation of their dysfunction (Bomstein and
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Matarrazzo, 1982; Inglis and Ruckman, 1982) but this was not found by Snow and 
Sheese (1985) and in one study there was little evidence of gender differences apparent 
on the Wechsler Adult Intelligence Scale (Snow, Freedman and Ford, 1986). In a 
future larger study, some account of gender differences could be made, with reference 
to the change in self-image.
It is difficult to directly compare this study to that of Kennedy et al. (1995) directly. 
Although some account was taken of cognitive impairment, functional impairment, 
anosagnosia, previous psychiatric history, and current levels of anxiety and depression, 
there are a number of differences between the studies. Specifically, the SCI group 
examined by Kennedy et al. (1995) was younger. A large minority (42%) of the group 
in the current study were already retired when the stroke occurred. Also, many of the 
stroke patients had experienced it within the last few months, whilst all of the SCI 
participants were interviewed at least four years after the injury. A related point is that 
the sample of stroke patients is relatively heterogeneous, with various sites to the 
lesions of the different individuals. The study did not address the effects of the lesion 
in terms of anterior - posterior location. For these reasons, any comparison between 
the present study and that of Kennedy et al. (1995) should be considered as purely 
analogy.
A larger sample would also have been desirable, not only for increased statistical power 
to confidently accept null results, but also so that multiple regressions could have been 
carried out with depression, functional disability, and the time elapsed entered as 
predictors of change in self-image. Future studies might be designed with this 
consideration in mind. It should also be noted that it was not possible to account for 
potential differences in anterior and posterior lesions. This would be important in 
future studies which hope to replicate the findings obtained in this study, as patients
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with left anterior lesions may be more likely to be depressed than patients with lesions 
in other locations (Jorge et al., 1993; Robinson et al., 1984).
4.2 Implications of the study
These results suggest that change in self-image should be expected following stroke, 
which is relatively negative in nature and is related to the person’s degree of depression. 
Negative change in self-image was also found to be correlated with depression as well 
as functional disability in a study of patients with SCI (Kennedy et al., 1995).
4.2.1 Change in self-image and depression
Although only one patient in this study could be considered ‘clinically depressed’ on the 
basis of their HADS scores, many other studies suggest that there is a high degree of 
depression in the population of stroke victims (e.g. Leung, 1997; Teasell, 1993; 
Schubert, Taylor, Lee, Mentari and Tamakio, 1992; Drummond, 1991). These studies 
did not exclude patients on the basis of cognitive disability. In this study, depression 
~ was significantly correlated with the change in self-image.
The nature of the depression which can follow stroke has been examined by Drummond 
(1991), who suggested that almost all activities are practised to a lesser extent following 
stroke. His patients reported that this is in part due to the resulting physical disabilities, 
but also because of fear of being criticised, loss of social role, and a lack of self- 
confidence.
There are many social factors which have been associated with stroke and which one 
would expect to increase the likelihood of depression - decreased community
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involvement, economic strain, disruption of family function, and loss of control over 
life decisions (House et al., 1989; Teasell, 1993). Social isolation persists even when 
physical disabilities have resolved (Goldberg, 1991) which suggests that psychological 
factors maintain the lack of participation in the community. If the psychological 
changes which follow stroke are left to follow their own course, they may result in 
longer hospital stay, failure to achieve and maintain functional gains, and poor social 
reintegration in the long term.
From the point of view of the clinical psychologist, an important aspect of depression is 
that it can be modified by psychological intervention. It might be expected that self- 
image will also become more positive following successful intervention to alleviate 
depression. However, assessment for depression in patients with stroke (or any other 
brain injury) remains a difficult enterprise, as patients are as likely as not to have 
cognitive impairments including language aphasias, anosagnosia, or they may have 
long-standing psychiatric problems which are difficult to disentangle from the effects of 
the stroke. Spencer, Tompkins and Schulz (1997) point out that the methodological 
shortcomings of many studies make it difficult to know what is an understandable 
- transient reaction to disability and what comprises ‘clinical depression’.
Part of the problem would appear to be the difficulty in the definition of ‘post-stroke 
depression’ which implies an objective phenomenon. Change in self-image is based in 
the person’s own construct system and is purely a mental phenomenon which does not 
require the status of an illness, unlike depression.
4.2.2 Cognitive complexity
Cognitive complexity was also related to the degree of change in self image, with those 
patients who had relatively complex grids having less dramatic effects on self-image. 
This is consistent with the findings of Brown and Chiesa (1990) in psychotherapeutic 
interactions with psychiatric patients. They found that patients with more complexity 
find it easier to ‘experiment’ (c.f. Kelly, 1955), or find alternative, adaptive 
explanations for traumatic experiences. Such patients are less likely to form a self- 
image which is extremely unlike the ‘ideal self (which is the ‘self-before-stroke’ in the 
current study).
A description of the psychological mechanisms which lead to poor adjustment to events 
is provided by Catina, Gitzinger and Hoeckh (1992). They describe the process of 
constriction in which the individual excludes anxiety-provoking information by limiting 
the the range of events to which the construct system is applied. Constriction may be 
reflected in small complexity (few sizable factors) in a grid.
v 4.2.3 Time elapsed and depression
The time elapsed since the stroke was associated with lower depression scores in the 
HADS, but it was not associated with change in self-image (although the null result 
may have been due to the small sample). This might imply that although time relieves 
the symptoms of depression following a stroke, it does not lead stroke sufferers to form 
a more positive self image either of themselves now, or of themselves in the future.
This is an important finding, because it suggests the need to educate patients about the 
likelihood of improvement, in both cognitive and emotional terms.
4.2.4 The role of functional disability
Functional disability was related to depression scores on the HADS in this study, which 
supports the findings of Loong, Kenneth and Paulin (1995). However, a relationship 
between change in self-image and Barthel Index scores was not found. Assuming that 
this result was not due to lack of statistical power, it is possible that the person’s 
internal attitude to the disability is more important than the physical impairment itself.
Complexity in thinking may be more important than the physical effects of the stroke in 
terms of psychological outcome. That is to say, the patient who ‘experiments’ (c.f. 
Kelly, 1955) to find ways enjoy life in spite o f the stroke may be less likely to feel their 
self has changed for the worse, irrespective of the level of disability. In many ways, 
services exist to help people overcome the physical effects of their stroke (e.g. sheltered 
housing, home helps) but services to maintain positive self-image are sparse, and 
usually require referral to a psychologist when a person becomes ‘clinically depressed’,
i.e. meets the criteria of a particular screening tool, e.g. the HADS. It is sobering to 
note that if referral were to be made on the basis of HADS scores, only one patient from 
« the current study would be seen for psychological help.
4.3 Issues in Personal Construct Theory
A strength of Personal Construct Theory is that it is a comprehensive account of the 
manner in which thinking in one occasion is associated with similar styles of thinking 
on other occasions. However, the theory has a number of inherent assumptions which 
some authors have questioned.
It has been argued by Mahoney (1988) that one of the essential features of therapy is the 
need to move from the level of the problem (current episodes of dysfunction) through 
the level of pattern (recurrent regularities in problems) to the level of process 
(anticipatory constructions perpetuating the problem pattern). Whilst the RGT offers 
relatively ‘quick and easy’ access to the personal meanings which attend a person’s 
experiences, there is no conclusive evidence that the factors are actually explanatory; 
they may only be descriptive (Blowers and O’Connor, 1995).
One of the central themes of the theory is that our experience is due solely to the process 
of construing in a manner reminiscent of scientific hypothesis testing, and that it results 
v in dichotomous categories of thought. One the one hand, the client creatively construes 
the world in idiosyncratic and not necessarily rational ways; on the other Kelly assumes 
that this construing conforms to statistical logic and is verified by ‘man-the-scientist’. It 
is suggested by psychodynamic authors that much thinking is taken up with fantasies 
which are only superficially and loosely related to reality-testing (e.g. Raphael-Leff, 
1991). Schema theorists such as Russell and Van den Broek (1992) and Teasdale
(1993) suggest that understanding of the world is based upon deeper levels of meaning 
which need not be subject to reality testing. As such, Kelly’s (1995) theory represents 
the positivist culture within which it was developed.
2&7
The theory has also been criticised from the phenomenological tradition. Personal 
construct theory implies that elements have a real life in themselves, but in fact these are 
as much a construction as the constructs themselves (Giorgi, 1985). Furthermore, the 
idea that it is ‘good’ to construe loosely and ‘bad’ to construe in a tight fashion contains 
the sort of value judgment that the theory was developed to avoid. Therefore, the 
clinician must base the idea that loose construing leads to desirable outcomes in therapy 
on external measures (e.g. fewer visits to the doctor, improvements on depression 
measures such as the HADS), or accept that changes in personal meaning are what 
matters even though they are essentially subjective (Altman, 1988).
These issues have failed to dampen the popularity of this approach with clinicians 
(Blowers and O’Connor, 1995) and some have suggested that the practical value of the 
RGT far outweighs any theoretical shortcomings (Bannister and Mair, 1968). The 
theory continues, to provide a challenge to other theories which do not take account of 
individual subjectivity and differences in personal meaning between individuals.
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5. Conclusions
This exploratory study has demonstrated that self-image as measured by the RGT is 
negatively affected by cerebrovascular accident, and patients are not hopeful that their 
view of their self will be improved in one year’s time. It is important to confirm that 
cognitive changes which are implied by studies examining the presence of depression in 
stroke patients are actually a function of changes in the person’s view of themselves, 
rather than a direct result of anatomical changes in the brain, as suggested by Nelson et 
al. (1993).
It is equally important that those patients who have had some time since their stroke 
were less depressed, although the sample did not view their future selves more 
positively than their current selves. Patients appear unaware that their condition will 
improve early in their rehabilitation and they appear only to realise this over time, with 
accompanying improvements in affect.
Personal Construct Theory is not only a means of assessment. It is a comprehensive 
v theory of therapy, which is essentially person-centred in its emphasis. A model of 
Personal Construct Theory for use in therapy with older adults was presented by 
Hawkins (1996). She proposed techniques for loosening constructs, such as 
visualisation, free association, and unconditional acceptance of what the patient is 
saying. She also provides guidelines for the use of this approach with older people. 
Hawkins (1996) pointed to studies such as that of Viney and Tych (1988) who had 
examined the efficacy of Personal Construct therapy with older adults. They found that 
patients were more likely to positively seek help from health care professionals and had 
fewer physical symptoms than waiting list controls, and subsequently had low levels of 
anxiety and depression.
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Therefore, clinicians could tackle negative self-image following stroke directly by the 
method proposed by Hawkins (1996; see also Brown and Chiesa, 1990). Future 
studies could examine whether the changes in self-image observed in the present study 
can be reversed by psychological intervention, and whether this is related or unrelated 
to treatment effects on depression.
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Appendix 1: Age. Occupations, and opposite poles to ‘frustrated  ^of the Individual
Patients
gender age opposite pole
at to
stroke ‘frustrated’
1. postman (retired before stroke) M 69 free
2. shop assistant (retired before stroke) M 73 joyful
3 . professor in General Medicine M 68 without care
4. gardener (retired before stroke) M 76 carefree
5. publican M 70 free
6. housewife F 85 unfrustrated
7. production engineer (retired before stroke) M 66 young
8. factory worker (retired before stroke) F 90 bubbly
9. sales manager (retired before stroke) M 73 relaxed
10. accountant (retired before stroke) M 66 cheerful
11. sub-postmaster (retired before stroke) M 81 unfrustrated
12. unemployed F 83 left alone
13. medical secretary (retired before stroke) F 86 unfrustrated
1 4 . accountant M 47 untroubled
15. hospital porter M 41 free of harm
16. surgeon M 52 relaxed
17. entrepreneur M 50 flexible
18. electrician M 48 not frustrated
19. hospital cleaner F 46 allright
20. driver (retired before stroke) M 72 able
21. housewife F 68 carefree
22. newsagent (retired before stroke) F 72 unfrustrated
23. finance worker F 64 hopeful
24. policeman M 64 unfrustrated
25. merchant mariner (retired before stroke) M 66 useful
26. secretary (retired before stroke) F 78 unfettered
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Appendix 2: The constructs elicited from the patients (excepting case illustrations')
Positive pole Negative pole
Case 1 secure insecure
elegant clumsy
hard working lazy
attractive ugly
shy brash
Case 2 careful slapdash
angelic demonic
useful useless
caring unfeeling
precise imprecise
understanding aloof
Cased vivacious shy
composed forward
scatterbrained takes care
disciplined undisciplined
good sense of humour no sense of humour
Case 5 kind horrible
pleasant nasty
w persevering gives up easy
strong weak
Case 6 friendly unfriendly
outgoing isolated
hardworking lazy
considerate thoughtless
good-natured bad
Case 7 charming impolite
friendly unfriendly
lovely aba****d
resigned angry
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Appendix 2 fcontd.)
Positive pole Negative pole
Case 8 thoughtful excitable
steady unreliable
quick-on-the-uptake slow
intelligent stupid
Case 9 intelligent unintelligent
lively quiet
relaxed nervous
alert subdued
cooperative uncooperative
Case 10 physically caring ignores me
giving self-centred
emotionally caring crazy
self-made has a silver spoon
reliable nuts
Case 11 cheerful sad
dependable undependable
sociable antisocial
superb hopeless
accepting rejecting
Case 12 kindly unkind
selfless selfish
helpful unhelpful
nice aloof
Case 13 funny no sense of humour
jolly miserable
relaxed nervous
straightforward twisted
lovely cold
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Appendix 2 (contd.)
Positive pole Negative pole
Case 15
Case 16
Case 17
Case 18
Case 19
cheerful cheerless
generous tight
dependable undependable
friendly unfriendly
sociable isolating
able unable
proud uncaring
cheerful cheerless
religious heathen
clever dim
attentive in-own-world
supportive
thoughtful
easy going
skilled
friendly
understanding
kind-hearted
generous
thoughtful
skilled
friendly
quiet
friendly
relaxed
carefree
good-natured
relaxed
hostile
uncaring
belligerent
unskilled
unfriendly
hard
selfish
self-centred
says what thinks
untrained
unfriendly
vivacious
keeps self to self 
irritable 
careworn 
selfish 
wound up
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Appendix 2 (contd.)
Positive pole Negative pole
Case 20 efficient wasteful
talkative quiet
good-natured bad-natured
honest dishonest
confused sorted
Case 21 kind unkind
thoughtful thoughtless
good bad
quiet loud
helping selfish
Case 22 supportive self-centred
settled wild
sure unsure
intelligent unintelligent
hardworking lazybones
thrifty spendthrift
Case 23 classy tarty
honest shady
worthy of trust couldn’t be trusted
dexterous ‘klutzy’
‘with it’ air-head
Case 24 friendly unfriendly
good company irritable
setup ruined
knowledgeable ignorant
Case 25 kind malevolent
unassuming egotistical
courteous rude
aware arrogant
thinks-a-lot does-a-lot-but-does-not-think
occupied bored
thankful thankless
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Appendix 2 (contd.)
Positive pole Negative pole
Case 26 understanding ignorant
wonderful terrible
cheerful tearful
observant self-absorbed
open-hearted tough-natured
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Appendix3: Consent Form for Participation in Research Project 
KINGSTON AND RICHMOND HEALTH AUTHORITY
CONSENT FORM FOR PARTICIPATION IN RESEARCH PROJECTS AND CLINICAL 
TRIALS
Kingston and District NHS Trust
Title of Project:
“The effects of stroke on self-image explored by the Repertory Grid technique”
Investigator : Dr Allan Skelly Supervisor: Ms Catherine Dooley
Telephone contact number: (0181) 399 7111 x 4156
Explanation of the study
In this study we would like to find out about the effects of your stroke on the way you see 
yourself.
To do this, we will need to fill in a “repertory grid” with you. This is an interview which should 
take less than an hour. You will be asked about how you see things in the past, in the present 
and in the future. The interview will help us decide if more support is needed for people in your 
position. —
This study is anonymous. Your details will not be kept on record.
If you wish, a visit can be arranged to explain what has come out of your interview. You may 
decide that you would like more help to cope with your stroke. We can explain how to go about 
getting more help after the interview.
Thank you for helping us with our research. We very much appreciate your help.
I (name)__
of (address)
hereby consent to take part in the above investigation, the nature and purpose of which have been 
explained to me. Any questions I wished to ask have been answered to my satisfaction. I understand 
that I may withdraw from the investigation at any stage without giving a reason for doing so and that 
this will in no way affect the care I receive as a patient.
SIGNED (Volunteer)___________________________ Date_______________________
(Psychologist) ___________________ Date_______________________
(Witness) Date
Appendix 4-: Patient Information Sheet
What is a Repertory Grid?
Thank you for taking part in this research. You will be asked to take part in a ‘repertory 
grid’ test which is a way of looking at how you see yourself now, in the past and in the 
future. The purpose is to let us know how much you think you have changed and how you 
see your life developing in the future.
What happens when I do the grid?
The psychologist will ask you to name some people who are important to you. They may 
be someone close, like your brother, or someone you know from afar, like the Prime 
minister.
Then you will be asked to provide a word which describes these people. You do not have 
to provide this yourself, a list is provided.
Then, you will be asked how much you think the other people you named can be described 
by the word you chose. Once this has been done for each person, that’s it.
What happens to the information I give? —
The information is totally confidential, and once entered on computer, no one (not even the 
people carrying out the study) will be able to tell who it has come from. After a time, all of 
the information is destroyed.
Why is the test being used in this way?
The test is being used to find out how people in your situation view their future. The 
information gained will tell us about mental changes which follow the experience you have 
had. It is important for us to do this research so that we can find out where our help is 
needed,
Once again, thank you for taking part in the research.
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Appendix S: Letter confirming ethics committee approval
22 Hollyfield Road, Surbiton, Surrey KT5 9AL D X -119075 Surbiton 2 K i n g s t o n  &  R i c h m o n d
Telephone 0181 339 8000 Facsimile 0181 339 8100 H E A L T H
©  0181 339 8014
GKK/JCW
12 March 1998
Dr Allan Skelly
Trainee Clinical Psychologist
Kingston & District Community NHS Trust
Clinical Psychology Services for Older Adults
Elmside 1 Oakhill
Surbiton
Surrey KT6 6UD
Dear Dr Skelly
THE EFFECTS OF STROKE ON SELF-IMAGE JEXPLORED BY THE REPERTORY 
GRID TECHNIQUE
Thank you for your letter o f 5 March 1998 and enclosures.
I am now happy to take Chairman’s action to approve the above study.
Yours sincerely
t i l  J /
Dr G K Knowles 
Chairman
Local Research Ethics Committee
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Chairman Roy Galley Chief Executive Richard Gibbs
Wcsa
1948 -1998
